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Essay 1
What are the theoretical and practical limitations 
of the cognitive model of depression?
Essay 1
2Cognitive models for understanding psychological distress have been available for 
several decades, and are seen by some as the treatment of choice for depression. 
Proponents cite empirical studies of cognitive treatment of depression demonstrating 
immediate symptom relief through such techniques as distraction (Williams, 1984a) 
and challenging Negative Automatic Thoughts (NATs) (Blackburn & Bonham, 1980), 
post-treatment efficacy as good as or better than pharmacotherapy (Blackburn, Bishop, 
Glen, Whalley & Christie, 1981; Beck, Hollon, Young, Bedrosian & Budenz, 1985), 
and sustained improvement when followed up one year later (Kovacs, Rush & Beck, 
1981; Simons, Murphy, Levine & Wetzel, 1986).
In analysing the limitations of cognitive models, the focus will be on Beck’s (1979) 
model. Reference will also be made to the adaptation of Beck’s model by Teasdale 
(1983), and (briefly) to the learned helplessness model put forward by Seligman 
(1975). Other cognitive models, such as Rational-Emotive Therapy (Ellis, 1977), will 
not be considered directly, although many of the same observations apply to them. 
Theoretical limitations will be shown by examining some of the fundamental 
assumptions underpinning the cognitive model, and the evidence for two particular 
aspects of the model. Practical limitations will be assessed by considering the content, 
process and outcome of therapy. It will be argued that the limitations of the cognitive 
model are not signs of deficiencies within the model, but rather arise from a lack of 
integration with other levels of analysis and understanding of depression.
The original cognitive model of depression was developed by a psychiatrist (Beck), 
with little consideration given to the use of diagnostic labels. This is perhaps 
surprising, since cognitive models emphasise phenomenological experience as the 
basis of depression - many books on the subject start with a quotation from the first 
century philosopher Epictetus: “Men are disturbed not by things but by the views they 
take o f  them”. This shows not only that the authors wish to demonstrate a knowledge 
of classical writing, but also that they root cognitive models within the 
epistemological framework of constructivism. If everyone’s experience of an event is 
(potentially) different, however, then the use of a diagnostic classification system
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3(which is based on the incompatible epistemological systems of logical positivism and 
empiricism) is questionable.
The issue being highlighted here is not whether the (debatable) distinction between 
“Adjustment Disorder With Depressed Mood” (DSM IV code 309.0), “Major 
Depressive Disorder, Single Episode” (code 296.21) and “Dysthymic Disorder” (code 
300.4) is meaningful, but whether it is valid to cluster the experience of individuals 
into groups. It is inconsistent to claim on the one hand that the impact of an experience 
is idiosyncratic to the individual, and on the other that there are characteristic ways in 
which experiences impact on a person (such as types of cognitive bias). Cognitive 
therapists outline the characteristic distortions which occur during depression (such as 
to the cognitive triad of self, world and future) using the concepts of early 
dysfunctional assumptions or maladaptive schemas. However, as with all schema- 
based information processing models of cognition, this gives a description, not an 
explanation. Understanding why self-schemas become distorted whereas body image 
schemas typically do not will require recourse to other levels of analysis, such as 
biological or social. This is acknowledged by Beck & Young (1985), who view 
cognition, behaviour and biochemistry as all being important.
The model of the person which underpins cognitive formulations is that people are 
rational, akin to the “man the scientist” model of the person described in personal 
construct theory (Kelly, 1955). People are seen as behaving according to beliefs 
(schemas) about the world which either are conscious or can relatively easily be 
brought to consciousness. Many of the criticisms of schema-based models and 
personal construct theory apply to cognitive models. For example, not even modem 
geneticists employ a deterministic ontological model - they see human development as 
subject to a range of factors, and develop concepts such as pleiotropy (many 
characteristics being influenced by a single gene) and polygeny (many genes influence 
a single characteristic), with chance mutations introducing a random element. It 
therefore seems unlikely that human experience, which arises from the interaction of 
(amongst others) genetic, biochemical and social factors, is deterministic and
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4predictable from the belief set of the person. As another example, the ambiguity of 
language will mean that a construct label (to use Kelly’s term) or a description of a 
schema inevitably employs words which mean different things to client and therapist, 
since the symbol system (language) of each will be rooted in their own personal 
experience.
Two aspects of the theoretical content of the cognitive model of depression will be 
examined: the relationships of cognition to affect, and the stability of schemata. A 
central assumption of cognitive therapy is that cognitions produce emotional 
responses. The implication for therapy is that changing the way someone thinks will 
raise their depressed mood - as Beck put it, “the psychological disorder revolves 
around a cognitive problem” (Beck, 1989, p. 105). However, there is a body of 
evidence suggesting that depressed people are more realistic in their cognitions, 
whereas non-depressed people tend to be positively biased (Alloy & Abramson, 1979; 
Lewinsohn, Mischel, Chaplin & Barton, 1980). This suggests that the only cognitive 
“problem” amongst people prone to depression is that they have less distorted 
thinking. There is evidence from laboratory studies that inducing depressive 
cognitions will cause depressed affect (Lazarus, 1982; Williams 1984b). These studies 
have been criticised on methodological grounds, with alternative explanations 
suggested such as visualisation of an unpleasant memory or unconscious stimulation 
of facial muscles being the mediator between stimulus and mood (Clark, 1983). Some 
studies have failed to replicate these results (Coleman, 1975), and non-verbal mood- 
inducing stimuli {e.g. music) appear to be as effective as depressive cognitions in 
inducing depressed affect (Sutherland, Newman & Rachman, 1982).
There appears to be an interaction between cognition and affect, and the model by 
Bower (1981) for this interaction has been adapted by Teasdale (1983) to describe 
depressive cognitions. In his model vulnerability to depression arises not only from 
interpretation of events in terms of their depressive meaning (as postulated by Beck), 
but also from an association of depressive cognitions with low mood, so that certain 
cognitions are reactivated when the person is depressed. If correct, Teasdale’s
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5differential-activation model demonstrates that the onset of depression cannot be 
understood solely in cognitive terms, but must also consider affective factors. A 
comprehensive theory of depression will also need to incorporate the effects of 
genetic, biochemical, and social influences on depression (Scott, 1988).
Beck’s original cognitive model suggested that maladaptive schemas were stable 
entities. They were therefore of interest as indicators of vulnerability to depression. 
Some researchers have found high Dysfunctional Attitude Scale (DAS) (Weissman, 
1979) scores for depressed people in remission (Dobson & Shaw, 1986), and specific 
dysfunctional attitudes which persist (Reda, Carpiniello, Secchiaroli & Blanco, 1985). 
However, a considerable body of research indicates that negative schemata are not 
stable. For example, Lewinsohn, Steinmetz, Larson & Franklin (1981) found no 
support for the antecedent cognition hypothesis, which states that people with pre­
existing depressive cognitions about the cognitive triad are more likely to become 
depressed. No difference has been found between the temporal stability of beliefs {i.e. 
schemata) and automatic thoughts (which as cognitive products should be more 
transient and mood-based) (Beck, Brown, Steer & Eidelson, 1987; Clark and de Silva,
1985). Studies evaluating the stability of schemas find that measures of negative 
schemas are elevated during depressive episodes, but on recovery return to levels not 
significantly different from controls (Hamilton & Abramson, 1983; Silverman, 
Silverman & Eardley, 1984; Simons, Garfield & Murphy, 1984). Elevation after 
recovery is only found in studies using short follow-up times of 2-3 weeks, such as 
(Eaves and Rush, 1984). This has led to the suggestion of latent schemata, so that 
depressive thinking is state-based, i.e. only occurs when the person is depressed 
(Williams & Moorey, 1989; Teasdale, 1983). Beck also revised his original model to 
suggest that there is a level of personality functioning which is implicated in 
depression and is more stable than schemata, and he introduced the sociotropic and 
autonomous dimensions (Beck, 1982). These are similar to superordinate constructs in 
personal construct theory, but the activation criteria for latent schemata and the factors 
influencing the development of the personality dimensions have not been clearly 
specified.
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nearer to the cognitive model than are biochemical or social models. It is therefore not 
surprising that the rationale for some aspects of the cognitive model is equally 
applicable to a psychodynamic view. The observation by Beck (1989) that a high 
proportion of his depressed clients had dreams with a negative outcome, which he 
takes as evidence of distorted cognition, can also be interpreted as symbolising 
psychodynamic conflict. There is some evidence that thought-change techniques (used 
in cognitive therapy) are better at producing affective change than thought-exploration 
techniques (used in dynamic psychotherapies) (Teasdale & Fennell, 1982), but the 
studies are methodologically weak. For example, measures were made within 
sessions, which takes no account of the subsequent impact of therapy. Furthermore, 
the effect was less pronounced for people with endogenous symptoms (Fennell, 
Reasdale, Jones & Damle, 1987), suggesting that other models may be needed to 
understand depression fully. Although Beck recommends the interruption of a client 
who is speculating about the cause of their difficulties, and only briefly mentions the 
therapeutic use of transference (and omits counter-transference entirely) in the context 
of a client who is angry with the therapist (Beck & Young, 1985), Hammen (1985) 
highlights the convergence of cognitive and psychodynamic perspectives.
The convergence of theory from different models is also evident in the development of 
the learned helplessness model. The original theory put forward by Seligman (1975) 
has been criticised as giving no explanation for loss of self-esteem, insufficiently 
explaining the onset and course of depression, and not accounting for the generalising 
of depressive symptoms to other situations (Mann, 1989). This led to a reformulation 
of the model to incorporate attributional research (Abramson, Seligman & Teasdale, 
1978). Similarly, Healey and Williams (1988) put forward a model which describes 
the impact of circadian dysrhythmias on cognitive components of the learned 
helplessness model.
To summarise the analysis of theoretical limitations of the cognitive model of 
depression, the fundamental assumptions of the model have been examined, and the
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and the stability of schemata) has been reviewed. Shortcomings have been identified, 
which could be addressed by integration with other models. Aspects of the 
relationship between the psychodynamic and cognitive models have been discussed. 
Other areas could be examined, such as the role of event précipitants (Coyne & Gotlib, 
1983; Hammen & Krantz, 1984). The need has been argued for a greater linking of 
models which operate at different levels of analysis and with different ranges of 
convenience.
Considering now the practical limitations to the cognitive model of depression, three 
topics will be addressed: the content, process and outcome of therapy. The content of 
cognitive therapy sessions is clearly identified in the literature, so components of a 
typical session will be analysed for their utility and limitations.
The amount of homework which is given can be difficult for a depressed, possibly 
unmotivated person to cope with. Although there are good therapeutic reasons for 
increasing a person’s experience of pleasure and mastery through (for instance) 
activity scheduling, this can be problematic. Scott (1989) reports that only 50% of 
clients in a trial of cognitive therapy completed more than 4 thought records. Beck and 
Young (1985) recommend the use of a confident professional manner to counteract the 
client’s hopelessness, but such a role in this culture is commonly associated with 
being the ‘expert’, which may compromise the collaborative approach needed in 
cognitive therapy.
The difficulty which clients often experience in recognising NATs is very real, and 
may be for a range of reasons. There is considerable debate within the cognitive 
psychology literature as to whether cognitive processes are accessible to conscious 
thought at all. Since NATs are by definition fleeting, they may not be consciously 
accessible. They may be experienced by the client as too embarrassing or stupid to 
report. Fennell (1989) suggests a number of problems in identifying NATs: avoiding 
recording; missing the core depressing thought; therapist asking for explanations, not
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recommend that the therapist tries to ascertain the meaning of the event which evoked 
the emotional response from the client. They give a short case example of a client who 
cried whenever she had arguments, and conclude “Only after the therapist asked a 
series o f  questions to elicit the meaning o f  the event did it become clear that...” (Beck 
& Young, 1985, p.217). However, they judiciously do not state who the understanding 
became clear to. The distinction between the therapist feeding back their 
understanding of the meaning for the client and psychodynamic interpretation is 
minimal, suggesting that eliciting of NATs may involve techniques from other 
models.
Challenging the NATs can be difficult, for a number of reasons. For example, the 
development of a rational response may not lead to affective improvement. This might 
be because the response has been ‘planted’ by the therapist and is not ‘owned’ 
(believed) by the client, or because the client’s emotional state does not arise as a 
result of their cognitive belief set. Some of the issues in the debate about the link 
between cognitions and emotions have already been reviewed, and it seems over- 
simplistic to state that “When apparently valid answers do not lead to any reduction in 
distress...this usually means that the patient has reservations about their validity. 
These ‘yes, but... ’s can be answered in their turn” (Fennell, 1989, pp.201-2). Other 
difficulties which can arise for the therapist when challenging NATs are colluding 
(through inexperience) with the patient’s depressive beliefs and challenging the 
impossible, such as questions or facts. So both therapist expertise and unresolved 
theoretical issues place limitations on the cognitive model’s utility.
In eliciting and challenging dysfunctional assumptions, methods such as guided 
discovery and the downward arrow technique are used. These require the ability by the 
client to grasp and articulate abstract concepts such as beliefs, and may be too 
intellectually demanding for some clients, although lower intelligence was not found 
to be a contra-indication by Williams and Moorey (1989). Practical difficulties may 
also arise from the content of the schemata. A client who has an underlying belief that
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therapy, whereas the sociotropic client may have difficulty in developing independent 
use of cognitive therapy techniques.
The process of cognitive therapy requires sessions between therapist and client, which 
is expensive in terms of professional time. If one makes the almost certainly false 
assumption that cost-benefit analysis underpins treatment choice in the NHS, then 
cognitive therapy may never replace cheaper approaches, such as pharmacotherapy. 
Models are beginning to be developed for group cognitive therapy. Supplementary 
individual sessions are still needed (Ross & Scott, 1985), and most studies find 
individual therapy to be superior {e.g. Rush & Watkins, 1981).
One limitation in the appropriate use of cognitive therapy is the small number of 
people who have been adequately trained in the approach, in contrast with the large 
number of “teach yourself’ books which are available {e.g. Trower, Casey & Dryden,
1988). This means that some practitioners will not have an appropriate level of 
understanding of the model, or be adequately supervised to avoid (for instance) 
colluding with the client’s negative thinking.
Cognitive therapy is not suitable for everyone. In the standard circular definition of 
suitability for therapy, Fennell and Teasdale (1987) found that one indicator of likely 
success of cognitive therapy is recognition by the client of the personal relevance of 
the model. Similarly, client reaction to a cognitive therapy leaflet is predictive of long­
term outcome (Scott, 1989). One implication of accepting a cognitive formulation of 
depression is that change arises through the efforts of the individual, assisted by their 
therapist. Although this may be correct, it may conflict with client’s sociocultural 
beliefs about illness. Most Western people ascribe to the disease model of disturbed 
homeostasis for understanding illness, and help-seeking behaviour in England 
typically begins with a General Practitioner. There may therefore be a clash of 
paradigms of understanding when the client who wants a biological explanation is 
confronted with a cognitive formulation of their difficulties. However, Beck and
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Young (1985) see cognitive, behavioural and biochemical explanations as not being in 
competition, but rather as different levels of analysis.
It has been found that clients with good pre-existing coping skills respond more 
quickly to cognitive therapy (Simons, Lustman, Wetzel & Murphy, 1985). Beck & 
Young (1985) list the characteristics which they suggest are predictive of a more rapid 
response to therapy, which include: being appropriately introspective; reasoning 
abstractly; being well organised and a good planner; being employed; being 
conscientious about carrying out duties; and not being excessively angry. These 
factors may be influenced by class, ethnicity, and other sociodemographic variables. 
For example, there are ethnic differences in how anger is expressed which may mean 
that cognitive therapy is limited to particular ethnic groups. As with ‘psychological 
mindedness’ for psychotherapy, there seems to be an orientation towards suitability 
for white, middle-class, educated people. However, Blackburn and colleagues did not 
find lower socio-economic class to be a contra-indication for cognitive therapy 
(Blackburn, Eunson & Bishop, 1986).
An unacknowledged limitation is the conflict between the roles of therapist. Some of 
these conflicts have already been highlighted - the expert versus the collaborative 
scientist, the dispassionate observer versus the interpreter of meaning. Although these 
role conflicts may be inevitable, it is a serious limitation of the model that they are not 
explicitly addressed. For example, while there are very clear guidelines for the content 
of a therapy process, there is no injunction for any form of supervision. Therapist 
biases arise when the therapist, confronted by a client who cannot abstract their 
maladaptive assumptions, suggests “a plausible assumption” (Beck & Young, 1985, 
p.219). It is insufficient to require that “the therapist is careful not to influence the 
patient's response” when questioning the client about the implications of the 
‘plausible assumption’, since the therapist has already both interpreted and (given the 
intrinsic power imbalance in most therapeutic relationships) taken on an expert role.
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Studies of the outcome of cognitive therapy for depression suggest some limitations to 
its applicability. Originally developed for out-patient treatment of people with 
unipolar, non-psychotic depression, there is substantial evidence that it is at least as 
effective as pharmacotherapy with lower drop-out rates (Blackburn et ah, 1981; 
Murphy, Simons, Wetzel & Lustman, 1984), and superior to other psychological 
interventions given for equivalent periods of time (McLean & Hakstian, 1979). 
Naturalistic follow-up programmes, although methodologically flawed, consistently 
suggest a prophylactic role (Beck et ah, 1985; Blackburn et ah, 1986; Simons et ah,
1986). Beck and Young (1985) were pessimistic about the applicability of short-term 
cognitive therapy to people with positive schizophrenic symptoms, impaired memory, 
and borderline personalities. However, there is evidence of efficacy with some of 
these groups (Kingdon & Turkington, 1994; Beck & Freeman, 1990), so co-morbidity 
is not necessarily a contra-indication. It has been suggested that about half of 
depressed women have marital difficulties (Scott, 1989), and a better outcome has 
been found for depressed women given behavioural marital therapy than for those 
given cognitive behaviour therapy (Beach & O’Leary, 1986). Few diagnostic labels 
are now taken as necessarily ruling out the use of cognitive therapy, but any co­
morbidity is likely to reduce its effectiveness.
In conclusion, the theoretical and practical limitations of cognitive therapy for 
depression have been reviewed. It has been argued that there is a need to integrate the 
cognitive model with other intra-psychic and inter-psychic models, if the complete 
range of depressive experience is to be understood. Future research will need to 
provide empirical data in which to root models which have a wider range of 
convenience, so as to account for the interaction between biochemical, psychological 
and social variables.
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Essay 2
‘Improved quality of life is a possible but not 
inevitable outcome of deinstitutionalisation’. 
Discuss this statement in relation to the 
resettlement of people with learning disabilities
Essay 2
18
The impact of resettlement programmes on quality of life has been the subject of 
considerable research in the past decade. The term ‘resettlement’ will here be used to 
denote a person with a learning disability moving from a larger to a small home, such 
as hospital to hostel or hostel to group home. In 1981 there were 46,909 people in 
mental handicap hospitals in England, Wales and Northern Ireland, a figure which had 
dropped to 24,637 by 1990 (Glover, Rohde & Farmer, 1993). Accounting for deaths, 
this suggests that 14,529 people had been resettled during this time. On top of this, 
local authorities have also taken on responsibility for some patients who would in the 
past have become long-stay hospital residents. However, there has been only a small 
fraction (estimated by Glover (1993) as £ 12m of the required £300m) of the necessary 
financial transfer from health to social services (by joint finance and dowries). This 
suggests that, contrary to research findings that the cost of providing community- 
based care is 17% higher than providing institutional care (Knapp, Cambridge, 
Thomason, Beecham, Allen & Darton, 1992), inadequate financing is being made 
available for community care. Does the quality of life of people with learning 
disabilities suffer as a result?
The concept of ‘quality of life’ is frequently used to mean different things. Before 
reviewing the relevant research, it is therefore worth considering what is meant by the 
term ‘quality of life’. Traditionally, the outcome of resettlement has been assessed by 
measuring adaptive behaviours. There has recently been a call for the concept of 
quality of life for people with learning difficulties to be more clearly defined 
(Landesman, 1986). This is an important goal, since quality of life may well come to 
replace deinstitutionalisation and normalisation as the key issue to be addressed 
(Schalock, Keith, Hoffman & Karan, 1989). Attempts to clarify the concept have 
considered objective and subjective measures.
Objective scales seek to measure observable behaviour. For example, the Life 
Experiences Checklist (Ager, 1990) is a 50-item questionnaire which assesses a 
person’s actual life experiences in the domains of home, leisure, relationships, 
freedom and opportunities. The normative data (from urban, suburban and rural
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populations) allows the extent of handicap to be assessed. The danger of this approach 
is that it assumes that culturally normal experiences are the most valued by the 
individual. This may impose an implicit value judgement on the assessment of quality 
of life. This has been addressed by developing objective quality of life schedules 
which also include a rating of the degree of importance of each dimension to the 
individual. An example of this approach is the Comprehensive Quality of Life Scale - 
Intellectual Disability (Cummins, 1991).
Another point of view is that quality of life can only be evaluated by assessing the 
individual’s subjective satisfaction (Goode, 1988). This approach is rooted in an 
understanding of quality of life as a social concept, from a social constructionist 
epistemological base. Proponents of this approach argue that although subjective 
measures may be less reliable, they are more valid (Stanley & Roy, 1988; Whitaker,
1989). An example of this approach is the PALS scale (Rosen, Simon & McKinsey, 
1995), which assesses perceived stress, affect, loneliness and satisfaction. The scale 
has normative data for 100 adults with learning disabilities, and attempts to evaluate 
the fit between the individual and their environment. The focus can also be directly on 
the impact of services, as in the Lifestyle Satisfaction Scale (Heal & Chadsey-Rusch, 
1985). In evaluating the quality of life of people with learning disabilities, this 
approach can be difficult to employ with non-verbal people. It has been suggested that 
different schedules are needed to assess the quality of life of people of differing 
intellectual ability, but that the dimensions measured should be the same (Borthwick- 
Duffy, 1990).
Probably the best approach to evaluating quality of life is to attempt to combine 
subjective and objective measures. An example of this approach is the Quality of Life 
Questionnaire (Schalock, 1990) which assesses independence, productivity and 
community adjustment with reference to both objective (what does the person actually 
do?) and subjective (are they satisfied with what they do?) data. However, the 
theoretical rationale for this approach is unclear. In summary, there is little consensus 
about the meaning or theoretical underpinnings of quality of life (Bowling, 1990).
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Against this back-drop of uncertainty, it is not surprising that there are conflicting 
findings from studies seeking to assess the impact of resettlement on quality of life. 
The current state of knowledge will be reviewed by considering studies which have 
evaluated three of the many possible aspects of quality of life: adaptive and 
maladaptive behaviours; social relationships; and opportunity for choice. These areas 
have been chosen to represent the continuum from ‘hard’ to ‘soft’ outcome data, with 
observable behaviour at one end and choice-making (more of a subjective judgement) 
at the other.
Some studies assess the impact of resettlement on the client by assessing their 
adaptive and maladaptive behaviour. The rationale for this is that a person who is 
experiencing a good quality of life will develop new skills and competencies, and have 
less need to exhibit challenging behaviours. Conceptually, this premise can be 
criticised. For example, some client’s challenging behaviour will be habitual, and not 
based on their environment. Indeed, given that severe self-injurious and aggressive 
behaviour are associated with task and social avoidance (Emerson, 1990), one might 
expect an increase in these behaviours in community settings. For others, their 
challenging behaviour is due to internal stimuli, such as tiredness or irritability. 
Furthermore, some individuals will take a considerable time to learn new, more 
adaptive behaviour. Bearing these caveats in mind, the results of some of these studies 
will be summarised.
The most commonly used measure for assessing adaptive behaviour changes is Part I 
of the Adaptive Behavior Scale (Nihira, Foster, Schellhaas & Leland, 1974), which is 
completed by carers. (It is interesting to note that information from the learning 
disabled person is seldom used directly in this approach, presumably because they 
would be deemed to be unreliable or unable to comment.) An example is a study 
which assessed 28 adults with severe and profound learning disabilities through a 
community resettlement programme (Felce, de Kock, Thomas & Saxby, 1986). At 
baseline assessment 8 were living in hospitals, 10 in community staffed homes, and 10 
in parental homes. Follow-up was at 18 months (with the same configuration of
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people and location, except the hospital group was reduced to 8) and 36 months. At 
the 36 month follow-up 4 of the original hospital-dwellers had moved to community 
staffed homes. The findings of this study were that there was an increase over time in 
clients’ adaptive behaviour. This increase was greater for those clients living in 
community staffed homes than parental home or hospital, which suggests that the 
frequency of adaptive behaviour increases with community resettlement. Like many of 
the evaluative studies in this area, criticisms can be made of the small sample, which 
may confound the generalisability of the findings. However, the result was also found 
in a study assessing adaptive behaviours following resettlement of 10 people using 
adult services and 6 using special education services (Emerson, Cooper, Hatton, 
Beecham, Hallam, Knapp & Cambridge, 1993). They found an increase in adaptive 
behaviour, though there was less improvement for the special education group.
There are considerable methodological limitations to studies of adaptive behaviour, 
aside from the small number of subjects (a criticism which can in any event be 
addressed by meta-analysing a number of studies). The psychometric properties of 
most instruments used are established in North American studies. This means that 
their inter-rater reliability may not be as high for a UK population. This is an 
important concern for this kind of study, since staff groups employed in closing 
institutions and community facilities tend to differ in age, work experience, 
qualification, and attitudes (Allen, Pahl & Quine, 1990). Furthermore, many adaptive 
behaviour scales do not identify whether the person has the opportunity to display a 
particular skill or behaviour. There may therefore be a confusion between a genuine 
growth in people’s adaptive behaviour and changes in the environment which provides 
them with new opportunities to display pre-existing skills. Where studies do 
distinguish these, there tends to be a larger increase in skills which cannot readily be 
shown in institutional settings (e.g. cooking) than those where there are opportunities 
in both institutional and community settings, such as social skills (Fleming and 
Stenfert Kroese, 1990; Walker, Ryan & Walker, 1993). Other evidence for this comes 
from studies which follow-up over long periods, which find a plateau effect 
(Cambridge, Hayes & Knapp, 1993; Lowe, de Paiva & Felce, 1993), which Emerson
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and Hatton (1994) take to show increased community opportunities rather than the 
continued development of competence and skills in service users. However, an 
alternative explanation is that there are limits to the amount of adaptive behaviour 
which can be displayed by people with learning disabilities, so the plateau effect 
occurs when people have reached their full potential.
Meta-analysis of 24 UK studies of adaptive behaviour changes following resettlement 
suggests that the majority of studies reported an increase in personal competence and 
adaptive behaviours following a move to a smaller type of community-based 
accommodation (Emerson & Hatton, 1994). This was true for moves from hospital to 
hostel (3 studies (totalling 33 clients) found no change, 6 studies (n=118) found 
improvement), hospital to house (5 studies (n=T09) found no change, 7 studies 
(n=335) found improvement), and hostel to house (3 studies (n=25) all found 
improvement). However, it is worth noting that 33% of studies found no improvement 
following resettlement. This suggests that the provision of housing in the community 
is not in itself sufficient to guarantee an increase in adaptive behaviour.
If the frequency of adaptive behaviours increase with community resettlement, then it 
might be expected that challenging behaviours would decrease. Two approaches have 
been taken to testing this hypothesis - carer report and direct observation. Assessment 
on the basis of carer report typically uses standardised rating scales, such as Part II of 
the Adaptive Behavior Scale (Nihira et al., 1974). Some studies have, however, 
developed their own rating scales (Hoefkens & Allen, 1990; Hewson & Walker,
1992). Meta-analysis of 14 UK studies using carer report found that resettlement led to 
worse challenging behaviour in 3 studies (n=104), no change in 9 studies (n=341), and 
improvement in 2 studies (n=17) (Emerson & Hatton, 1994). The second approach is 
to directly observe the frequency, intensity and duration of challenging behaviour 
before and after resettlement {e.g. Emerson et al., 1993). Meta-analysis of 11 such 
studies found that in no studies did people display more challenging behaviour after 
resettlement, in 4 studies (n=39) there was no change in level of challenging 
behaviour, and in 7 studies (n=83) there was improvement. In summary, studies which
Essay 2
23
rely on carer report found no change or an increase in challenging behaviour, whereas 
those using direct observation reported an overall reduction in the level of challenging 
behaviour following resettlement. This may be because the values-based training of 
staff in community settings (Towell & Beardshaw, 1991) makes staff less tolerant of 
challenging behaviour than their institutional counterparts, or because of differential 
sampling - observations tend to be sensitive to changes in behaviours which occur 
over periods of time (e.g. stereotypic behaviours), whereas carer reports also include 
infrequent behaviours (e.g. aggression). As noted, severe challenging behaviour is 
associated with task or social avoidance, so they may increase in community settings. 
By contrast, there is evidence that stereotypic behaviours diminish in enriched 
environments (Homer, 1980). Overall, studies suggest that there is an increase in some 
forms of challenging behaviour following community resettlement.
The second aspect of quality of life to be considered is the extent to which community 
living influences the social network of people with learning disabilities. This is an 
important question, since if the client’s social network extends more into the 
community following resettlement then this suggests that social (rather than 
geographic) integration is occurring. Two approaches have been used to assess this: 
the use of diaries and interviews.
The majority of diary studies are completed by carers (e.g. de Kock, Saxby, Thomas & 
Felce, 1988; Fleming & Stenfert Kroese, 1990). One Australian study, however, 
involved 54 adults with learning disabilities completing a diary for a 7 day period 
(Ralph & Usher, 1995). Subjects lived in 3 sites, comprising a country town group 
(n=19), an outer suburban group (n=20) and an inner suburban group (n=15). Each 
person was asked to keep a one page per day diary for one week. Each diary page 
divided the day into settings (work, home, other outdoor setting, etc.), and all social 
contact was noted. For each contact, the nature, duration, and enjoyment were 
recorded, together with the status of the other person involved (disabled, staff, 
community member etc.). Contact with cohabitants and staff during training were 
excluded. The mean number of weekly interactions was 8.4, with a range from 1 to 22.
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However, interactions with other people with disabilities dominated the week’s social 
interactions, and almost half the people recorded no interactions with people without 
disabilities. Interestingly, the more social contact a person had with staff, the more 
they had with other people with disabilities and the less with people with no disability. 
This might suggest that genuine community integration (and raising of quality of life 
by increasing social interaction) is harder the higher the support level. A more prosaic 
explanation, however, is simply that the more disabled a person is (and consequently 
the more support they need), the less they have the opportunity for interaction, and the 
less members of the public overcome the stigma of learning disability. In any event, 
the picture from this study is clear - social interactions (one measure of quality of life) 
do not reach ‘normal’ levels just by living in the community.
The second approach to assessing the nature of social relationships is to interview 
either the person with a learning disability (e.g. Cattermole, Jahoda & Markova, 1988; 
Flynn, 1989) or their relatives (e.g. Walker et al., 1993). An example of this approach 
comes from a 5 year follow-up study by Lowe and de Paiva (1991) conducted to 
assess the impact of community resettlement on 116 clients in the NIMROD project. 
They interviewed primary carers, and found that low proportions of all clients were in 
contact with friends throughout the study, although 29.6% of clients living in 
NIMROD family homes had some contact with friends, compared with 4.5% of those 
living in NIMROD hospital accommodation. For those reported as having friends, 
weekly contact occurred for 36% of the NIMROD hospital group and 67% of the 
NIMROD family home clients.
To summarise current research findings about social relationships in the community, 
there is some improvement in the frequency of social contact in community settings 
compared with hospitals (de Kock et al., 1988; Lowe & de Paiva, 1991), but the 
frequency of such contact with non-disabled, non-staff members of the public remains 
very low (Cattermole et al., 1988; Fleming & Stenfert Kroese, 1990; Lowe & de 
Paiva, 1991; Knapp et al., 1992; Ralph & Usher, 1995). Where they have been 
examined, the social relationships have been found to be quite superficial (Cattermole
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et al., 1988; Jahoda, Cattermole & Markova, 1990; Walker et al., 1993). Genuine 
community integration, an important aspect of quality of life, does not necessarily 
improve following a move into the community.
The final element of quality of life to be considered is the opportunity which 
community living gives for making choices. This is conceptually problematic, since at 
least one study of a closing psychiatric hospital found that life satisfaction correlated 
positively with a desire to remain in hospital, and was negatively correlated with 
positive expectations regarding discharge from hospital (Barry, Crosby & Bogg,
1993). If this finding is due to the effects of institutionalisation, then there is no reason 
to suppose that (prior to resettlement) people with learning disabilities would not also 
wish to remain in hospital. Indeed, Flynn (1989) found that most people were living in 
environments which matched their active preference, which could be explained by 
having limited opportunity to make informed choices. Notions of choice are therefore 
problematic for a client group which has not been exposed to a normal learning 
environment in which to discover what they actually prefer and dislike. 
Notwithstanding these difficulties, it is important to assess whether opportunities for 
choice and empowerment increase following resettlement.
A number of approaches have been used to assess choice-making opportunities, 
including qualitative interviews with people with learning disabilities (Cattermole et 
al., 1988; Flynn; 1989), their families (Walker et al., 1993) and staff (Dockrell, 
Gaskell, Rehman & Normand, 1993), quantitative rating scales rated by staff 
(Donegan & Potts, 1988), and physical indicators as proxy measures, such as 
restrictions on access to living areas (Felce, Thomas, de Kock, Saxby & Repp, 1985) 
and the amount of time living environments are locked (Murphy, Holland, Fowler & 
Reep, 1991).
The findings of these studies vary with their conceptual framework. Studies which use 
loose definitions of choice and autonomy show improvements in community settings 
(e.g. McHatton, Collins & Brooks, 1988; Dockrell et al., 1993). For those studies
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which restrict attention to ‘small’ choices (e.g. in daily living tasks), there is also a 
general improvement in the opportunities for making choices (Felce et ah, 1985), 
although the opportunities are still restricted compared with the general population 
(Fleming & Stenfert Kroese, 1990). However, studies looking at major life choices, 
such as where to move to and who to live with, invariably find that people with 
learning disabilities have little opportunity for making choices (e.g. Cattermole et ah, 
1998; Walker et ah, 1993). To summarise, there is evidence that day-to-day decision 
making improves to some extent with a move to community-based care, but life 
choices do not.
In conclusion, there is evidence from some studies that quality of life can improve in 
terms of adaptive behaviours, social relationships and opportunities for choice 
following resettlement in the community. However, this improvement is not to the 
level experienced by members of the public, and many studies found reduced quality 
of life in these dimensions.
Several aspects of quality of life have not been considered, such as life experiences, 
community involvement, participation in on-going everyday activities, and the extent 
to which people with learning disabilities are accepted and receive status in the 
community. These are all important aspects to assess, if the normalisation goal of 
living a culturally valued life is accepted as the acid test of community care. More 
needs to be done at the individual level, to find ways (for example) of widening and 
deepening social networks into the community. However, further research is also 
required to identify what can be done to reduce the stigma of a learning disability, so 
that the public is more accepting of these ‘new’ people appearing in their midst. 
Together with greater user involvement and participation in planning and providing 
services for people with a learning disability, this will facilitate a genuinely improved 
quality of life for people resettled in the community.
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Essay 3
What factors are involved in 
suicidal behaviour in older people?
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It is important to study the factors which are associated with suicide in older adults for 
at least three reasons. Firstly, to allow for the most rigorous possible risk assessment 
to be carried out by clinicians. Secondly, to identify those risk factors for suicide 
which are potentially open to change through some form of therapeutic intervention. 
For example, age is not changeable, whereas a sense of hopelessness may be. Thirdly, 
to determine whether older adults who deliberately kill themselves might represent a 
sub-group which is distinct from younger suicides. This would have the important 
clinical implication of different risk assessment and (possibly) the need to develop 
new approaches to suicide prevention for older adults.
In this essay the current state of knowledge about factors involved in suicide in older 
adults will be reviewed. Since there are cultural characteristics which impact on 
suicide, such as access to a means of suicide (Brown, 1979), those studies which 
examine suicides from the United Kingdom will be highlighted. However, studies 
from other countries will also be referred to. Following the classification suggested by 
Moscicki (1995), five types of characteristics will be considered: sociodemographic, 
psychiatric, biological, familial and situational. The intention of the essay will be to 
build up a profile of the typical older adult who commits suicide.
Before commencing such a review, several cautions are appropriate. The attempt to 
build a profile of characteristics of suicidal older adults is premised on the assumption 
that the suicidal elderly can be clustered into a number of homogeneous groupings. 
Such an assumption in turn implies that nomothetic methods of enquiry are 
appropriate. It may be, however, that people kill themselves for a whole range of 
heterogeneous and idiosyncratic reasons, implying the need for idiographic research 
which might not generalise. For example, if a client expresses suicidal ideation this 
should be taken seriously, regardless of whether they exhibit any other risk factors. 
There is also a debate as to the appropriateness of Western psychological models, 
which explain suicide in intra-psychic terms as an individual and negative action 
which can be understood in a culture-free manner. For example, the Japanese concept 
of seppuku (ritual suicide) is socially and culturally prescribed, and is positively
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valued behaviour (Fusé, 1980). These issues are of course part of a much wider debate 
about all psychiatric nosological systems. For the purpose of this essay, a nomothetic 
model of epistemology will be assumed, whilst recognising that any clinical 
assessment of risk should not be driven entirely by such findings.
A second caution about the validity of characterising suicidal older adults lies in the 
fact that many attempts at suicide are successful, so a large proportion of those in the 
population of interest cannot be directly assessed. Some methods have been devised 
for retrospectively collecting data, such as psychological autopsies (Conwell, Olsen, 
Caine & Flannery, 1991) and audits of suicide notes (Heim & Lester, 1990). However, 
prospective studies are rare, partly due to the difficulty in identifying populations 
which are most at risk, and partly due to the small number of elderly suicides out of 
the whole elderly population.
A third caution is regarding the accuracy of suicide statistics. In British Coroner’s 
Courts the standard of proof required is criminal - ‘beyond reasonable doubt’ - rather 
than civil - ‘on the balance of evidence’. Furthermore, there is often a concern by 
Coroners to protect those left behind from the effects of a stigmatising verdict of 
suicide. It is therefore probable that official suicide statistics substantially under­
estimate the true rate, by misrecording suicides as ‘open’, ‘accidental’ or 
‘misadventure’ verdicts (Farmer, 1988). For example, one study of deaths on the 
London Underground (LU) railway over 5 years found that while 242 deaths appeared 
(from LU files) to be self-inflicted, only 80 men (out of 160) and 63 women (out of 
82) had verdicts of ‘suicide’ returned (O’Donnell & Farmer, 1995). Although it has 
been argued that the sociodemographic characteristics of non-reported suicides are 
randomised (Sainsbury & Jenkins, 1982), profiles derived from older people who are 
deemed to have committed suicide by the Coroner’s Court are not necessarily 
representative of all older adults who kill themselves.
Recognising these cautions, the first category of characteristic to be reviewed is 
sociodemographic. A prospective study of 126 elderly depressed patients in the US
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found that those who went on during the 1 year follow-up to attempt suicide were of a 
higher social class than non-attempters (Zweig & Hinrichsen, 1993). This contrasts 
with other US studies, which found lower socio-economic status to be linked with 
elderly suicide (e.g. Lyons, 1985). One conclusion drawn for the UK is that rates are 
higher in Class I (professional) and V (unskilled workers) than other classes (Gelder, 
Gath & Mayou, 1988).
The risk for males is higher than for females. In the US, males who are over 65 had a 
suicide rate of 40.2 per 100,000 in 1991, compared with the female rate of 6.0 per 
100,000 (McIntosh, 1995). There is less data available for the UK, but using 1980 
WHO suicide rate returns, England and Wales had a ratio of male to female suicides 
of 1.4 for 65-74 year olds, and 2.6 for 75+ (Lester, 1990). A study of 100 elderly 
suicides in Manchester found higher rates for men amongst people aged 70-80 (Cattell 
& Jolley, 1995).
There is also a higher level in the US of suicides by whites (21.0 per 100,000) than 
non-whites (8.3 per 100,000). Combining these sub-groups indicated a substantially 
higher rate for elderly white men (42.7 per 100,000) than for any other gender/race 
sub-group - the next highest was elderly non-white men at 16.7 per 100,000. UK 
studies have shown no difference in suicide rate for any ethnic population, when 
compared with the general population (Cattell & Jolley, 1995), except for elderly 
Indian immigrants who have a lower rate (Dennis & Lindesay, 1995).
There are differences in suicide rate by age for the over-65s. In 1991 in the US the rate 
for those aged 65-74 was 16.9 per 100,000, those aged 75-84 was 23.5 per 100,000, 
and those aged 85+ was 24.0 per 100,000 (McIntosh, 1995).
The evidence that other sociodemographic characteristics are associated with suicide 
in older adults is poor. Unemployment in younger adults is associated with suicide, 
especially in men (Platt, 1984), but it is difficult to evaluate whether a similar 
relationship holds for retirement, since most elderly retire at approximately the same
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age. There is, however, some evidence associating suicide with involuntary retirement 
(Templer & Cappelletty, 1986). Similarly a review of 400 Scottish suicides found that 
living in a rural setting was a risk factor (Obafunwa & Busuttil, 1994), but it is 
difficult to know how much this result generalises.
To summarise the sociodemographic evidence, suicidal older adults in the UK are 
likely to be male, aged over 75, to come from any ethnic group, and may have an 
increased risk if they have been compulsorily retired or live in a rural setting.
The next category to be considered is psychiatric. Cattell (1988) surveyed 104 
consecutive suicides of people aged 65 or more in Inner West London between 1980 
and 1984, and compared this cohort with an age and sex matched cohort of 51 
accidental deaths. 79% of suicides had depressive symptoms, with the majority having 
had symptoms for over 6 months. Over half of the suicides had seen their doctor in 
their last 3 months, and 19% in their last week. 20% had been seen by a psychiatrist in 
their last 3 months, whereas 22% had not been seen by a doctor prior to their death. 
Only 7 of the 104 suicides (7%) were assessed as rational suicides, following the 
extensive investigation required by a Coroner’s Court. These findings accord with a 
Manchester study of 100 suicides, which found that 61% of suicides had a diagnosable 
depressive illness when they died (Cattell & Jolley, 1995). In this study, 19% had seen 
their GP in the last week, and 58% in the past 6 months. In another English study, 
more elderly than younger suicides had seen their GP in their last week of life 
(Vassilas & Morgan, 1994). This implies that the typical older adult who is suicidal 
will have seen a GP recently, whilst exhibiting depressive symptoms.
Hopelessness can predict future suicidal behaviour. A prospective study of 63 elderly 
depressed patients in the US found that hopelessness which persisted following 
remission of symptoms was associated both with a history of suicide attempts and the 
probability of future attempts (Rifai, George, Stack, Mann & Reynolds, 1994). This 
accords with the finding that a score of 9 or more on Beck’s Hopelessness Scale had a
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90.9% sensitivity rate for predicting future suicidal behaviour (Beck, Steer, Kovacs & 
Garrison, 1985).
Alcohol consumption is associated with suicide. In Cattell’s (1988) London study 
29% were found to have alcohol in their blood at post-mortem, compared with 12% in 
Cattell and Jolley’s (1995) sample. Miles (1977) estimates that 15% of alcoholics 
eventually commit suicide. There is evidence from the US that suicidal alcoholics 
differ from non-suicidal in having poor physical health, a poor work record in the past 
4 years, and a previous history of suicidal behaviour with serious suicidal intent 
(Motto, 1980). A Yugoslavian study found that alcoholism in the presence of 
aggression was a suicide risk factor (Biro, 1987), and an Australian study found 32% 
of suicides were abusing alcohol or other substances (Draper, 1994). In the UK most 
alcoholics who kill themselves are also depressed (Barraclough, Bunch, Nelson & 
Sainsbury, 1974). A deadly relationship has been suggested for older adults between 
alcohol, depression and suicide (Osgood, 1991).
A range of other psychiatric diagnoses have been associated with suicide in the 
general population, although studies tend not to examine specifically whether these are 
risk factors for the elderly. Schizophrenics have a 10% suicide rate (Miles, 1977), 
although they tend to kill themselves in the early years of their illness. People with a 
neurotic condition have an elevated suicide rate, even when those who are depressed 
are omitted from consideration (Sims, 1984). In particular, panic disorder has been 
associated with suicide (Coryell, Noyes & Clancy, 1982).
Personality characteristics which have been suggested as being associated with suicide 
are labile mood, paranoia, aggression and impulsivity (Hawton, 1987; Richman, 
1993). Behavioural factors which have been implicated in suicide in the elderly are 
making a will or in other ways putting affairs in order (especially under peculiar 
circumstances), and general changes in behaviour so that the person “just seems 
different” (McIntosh, 1985). The general finding of an association between psychiatric
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disorder and suicide is supported by a review of 394 suicides in Wolverhampton, 
which found a psychiatric history in 64.5% of the sample (Scott, 1994).
A history of suicide attempts is a predictor of future attempts. A prospective study of 
US elderly depressed in-patients found that those who went on to make a suicide 
attempt were almost 6 times more likely than non-attempting patients to have made a 
suicide attempt prior to their index episode (Zweig & Hinrichsen, 1993). They also 
evidenced more suicidal tendencies (such as suicidal ideation, plans or acts) at 
admission. In the UK, there is an increased risk of suicide in the year following an 
attempt at deliberate self-harm (Nowers, 1993).
In particular, high intent is a predictor of future suicide attempts (Merrill & Owens, 
1990). Furthermore, when older people express suicidal ideation, this should be taken 
seriously. In Cattell’s (1988) sample 50% of successful suicides gave a definite 
warning. While older people make fewer attempts than younger adults (Bille-Brahe, 
1993), their attempts are substantially more lethal. The ratio of unsuccessful to 
successful attempts for the US population as a whole is 10-20:1 (Wolff, 1970), for the 
young is estimated to be as high as 200:1 (Mclntire & Angle, 1981), but for the old is 
approximately 4:1 (Stenback, 1980). This may be linked with the finding that older 
adults show more serious intent than younger adults in their suicide attempts 
(Frierson, 1991).
In a clinical setting, there are a range of ways that clients can express suicidal ideation. 
These include a rejection of help and a suspicious attitude towards the clinician, 
describing feelings of being useless, unnecessary, devalued or a burden, showing 
irritability or poor judgement, and expressing hopelessness or directly talking about 
suicide (Richman, 1993). Due to counter-transference or projective identification in 
the clinician, this may lead the clinician to feel a desire to get rid of the client, or that 
the client’s situation is hopeless.
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In summary, the main psychiatric risk factor for older adults is depression, especially 
when accompanied by alcohol abuse, hopelessness or a history of suicide attempts 
with serious intent. Other risk factors include any psychiatric disorder, a personality 
which is changeable, aggressive or impulsive, putting personal affairs in order, and 
any of the possible forms of communication of suicidal ideation.
Biological characteristics will be considered at 2 levels: biochemical and illness. At 
the biochemical level, there is evidence from post-mortems that suicides have low 
cerebral serotonin (5-HT) levels (Stanley & Mann, 1983), but this may relate to 
severity of depression. In Cattell’s study of Inner London suicides 63% had physical 
abnormalities at post-mortem, and 22% exhibited abnormal cerebral pathology 
(Cattell, 1988). However, as Hawton (1988) points out, the possibility of a biological 
marker for suicide is remote.
GPs in Cattell’s (1988) UK study assessed 56% of suicides as having had ill health 
sufficient to cause discomfort or interfere significantly with daily life, although only 
21% complained of pain prior to their death. In a Manchester study, 65% of suicides 
had a physical health problem recorded by their GP at the time of their death (Cattell 
& Jolley, 1995), and in a Glamorgan study 63% of deliberate self-harming people had 
significant physical illness (Pierce, 1987). It has been suggested that physical health 
problems are particularly associated with suicide when the person has difficulty 
accepting help from others and would rather not perform an activity than do so with 
diminished vigour (Conwell, Rotenberg & Caine, 1990; Horton-Deutsch, Clark & 
Farran, 1992). Such a model of psychological and biological interaction illustrates the 
complexity of an attempt to profile elderly suicides.
Summarising the biological research, therefore, it appears that a biochemical marker 
of suicide risk is unlikely. However, there is strong evidence for an increased risk 
when the person has a physical illness, particularly for those individuals who have in 
the past been independent and perfectionist.
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In terms of familial risk factors, half as many suicides from the Inner West London 
boroughs surveyed by Cattell (1988) were married as non-suicides from the general 
English population. Furthermore, there were twice as many widowed men in the 
suicide population compared with national norms. 61% of the sample were living 
alone, compared with 35% of the pensionable population in Inner London. This 
accords with the finding of Barraclough (1971) that 50% of a sample of 30 elderly 
suicides were living alone compared with 20% from the local population. This implies 
that being single (whether once married or not) and living alone are risk factors in the 
elderly.
More generally, there is evidence that social networks are less developed and 
supportive for suicide attempters. For example, an Australian study found that the 
social networks of suicide attempters were significantly impaired when compared with 
controls matched for demographic characteristics (Hart, Williams & Davidson, 1988). 
Indeed, a great many suicide attempters are without any form of social contact (Bille- 
Brahe & Wang, 1985).
There is evidence that relationships are different in the families of the elderly suicidal. 
A US prospective study of 126 elderly depressed patients compared relationships in 
the families of those who did or did not attempt suicide within a year of their 
admission. The spouses or adult children of attempters evidenced more psychiatric 
symptomatology, more strain in their relationship with their relative, and self-reported 
more burden in their care (Zweig & Hinrichsen, 1993). There is also some evidence 
from UK studies that a family history of suicide increases the risk in other family 
members who develop psychiatric disorders (Roy, 1982), although it is unclear 
whether this is due to a family model of suicidal behaviour or to a familial 
predisposition to psychiatric problems. It has been suggested that the maladaptive 
family dynamics which are particular risk factors for elderly suicide include scape­
goating, double binding, ambivalence and sadomasochism (Richman, 1993).
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The death of a family member or a friend increases suicide risk. For the general 
population there is an increased risk of suicide in the 5 years following bereavement of 
a parent or spouse, in particular in the first 2 years (Bunch, 1972). Clinically, 
suicidopathic families tend to perceive a loss as a threat to the survival of the family 
system, and to have diffuse intra-familial and impermeable extra-familial boundaries 
(Richman, 1993). Older adults are more likely to experience multiple bereavements. 
Furthermore, they are also likely to experience a whole range of other losses, such as 
in their social role, their employment status, and their income (Richman, 1993). 
Cumulatively these losses and bereavements may reduce their coping ability. 
Furthermore, since older adults tend to have a smaller social network (Hart et al., 
1988), the death of a close person may have a relatively larger impact on their support 
system. More generally, a recent stressful event is associated with suicidal behaviour 
(Moscicki, 1995).
The main familial factors associated with increased elderly suicide risk are being 
single, living alone, having a small social or support network, strained relationships 
within the family, and a history of losses or bereavements.
Considering now situational factors, Cattell (1988) found a gender difference in means 
of suicide used, with 50% of elderly men from the UK sample using violent methods 
and 25% of women. This may in part account for the increased rate of suicide amongst 
elderly men (Lester, 1990). The availability of a preferred and socially acceptable 
means of suicide also appears to be associated with suicide rates. For example, the 
increase in suicide in the US population during 1962 and 1975 can be accounted for 
by the increased availability of firearms (Boor, 1981), and nowadays 8 out of 10 
suicides by elderly US males involve firearms (Kaplan, Adamek & Johnson, 1994). 
As another example, the suicide rate in Great Britain fell substantially when poisonous 
gas was replaced by non-toxic gas in British homes (Brown, 1979). In the UK the 
most frequent means of suicide amongst the elderly are hanging and overdose (Dennis 
& Lindesay, 1995), so particular attention should be paid by the clinician to the 
availability of drugs with which to overdose.
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The possible association between a whole range of situational factors and suicide have 
been examined. For example, a Hong Kong study of 307 attempted suicides found no 
evidence for an association between an attempt and temperature, humidity, rainfall or 
sunshine (Chiu, 1988). There was also no evidence for an association between address 
and an attempt, but one sub-group of women (house-wives) were more likely to try to 
kill themselves on Sundays. There is some evidence of raised suicide rates amongst 
UK elderly in the first 3 months following their birthday (Barraclough & Shepherd, 
1976).
The main situational factor increasing suicide risk appears to be access to a culturally 
acceptable means, with men tending to choose more violent methods of self-harm.
In conclusion, the main risk factors for elderly suicide have been outlined, using the 
categories of sociodemographic, psychiatric, biological, familial and situational 
characteristics. What has not been considered are protective factors, which act to 
ameliorate the impact of risk factors. There is some evidence that concern for children, 
religion, and fear of pain are reasons for living (Linehan, Goodstein, Nielsen & Chiles, 
1985). Concern for children seems to be a particularly strong protective factor, as 
evidenced by the low standardised mortality ratio for suicide by women in their first 
post-natal year (Appleby, 1991). The extent to which these protective factors apply to 
older adults has not been researched.
The low base rate for elderly suicides will always limit the discriminatory power of 
any predictive model which is developed. However, a range of characteristics have 
been identified which appear to be implicated in suicidal behaviour in older adults. 
The most important risk factors for the UK elderly have been suggested as psychiatric 
disorder (in particular depression), physical illness and the social consequences of 
growing old (Lindesay & Murphy, 1987). These factors may act in a cumulative 
manner to contribute to suicide, rather than there being one specific precipitant 
(Templer & Cappelletty, 1986). If the frequency of elderly suicide is to be minimised, 
then knowledge of risk factors particular to this client group is necessary.
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Essay 4
What place do psychologically-based therapies 
have in the treatment and management 
of psychotic symptoms?
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The term ‘schizophrenia’ was introduced in 1911 by Bleuler (1950), based on the 
‘dementia praecox’ construct of Kraepelin (1896). This occurred concurrently with a 
shift away from custodial care (or moral management) towards a medical model of 
insanity (Scull, 1979). The introduction of anti-psychotic medication in the 1950s, 
together with findings showing the detrimental effects of institutions, led to 
management and therapy becoming the goals of care. This orientation has been further 
strengthened by studies demonstrating a link between social factors (stress, home 
environment, etc.) and relapse. If schizophrenia is a disease with identified 
biochemical aetiology, then the treatment of choice will be pharmacological. In a 
disease model the role of psychological therapies is to ameliorate disability, while 
curative (medical) treatments are being developed. However, the last two decades 
have seen the development of a stress-vulnerability model of schizophrenia (Zubin & 
Spring, 1977; Liberman, 1982; Nuechterlein & Dawson, 1984; Nuechterlein, 1987; 
Goldstein, 1990), which effectively promotes psychological therapies to a prominent 
position, due to the role of psychological factors in relapse prevention.
In this essay some of the psychological therapies available for people experiencing 
psychotic symptoms will be surveyed. This will be done by analysing psychological 
approaches to hallucinations and delusions. It will be argued that the results suggest 
that psychological therapies should be more widely used with people experiencing 
psychotic symptoms.
Before proceeding, it is worth reviewing the role of medication, since 
pharmacotherapy is often the only intervention received by people experiencing 
psychotic symptoms. While undoubtedly of benefit to people experiencing psychotic 
symptoms, medication should not be the sole therapeutic intervention, for a number of 
reasons. The validity of clustering psychotic symptoms into groups has been 
questioned, and even the utility of the ‘schizophrenia’ syndrome itself (Boyle, 1990). 
The distinction between positive and negative symptoms suggested by Crow (1980) 
and operationalised by Andreasen (1985) has been contradicted by a factor-analytic 
study by Liddle (1987), who found 3 categories of psychotic symptoms: positive
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(hallucinations, delusions), negative Type 1 (poverty of speech or affect) and negative 
Type 2 (speech disorganisation, incongruity of affect). This lack of consensus about 
symptom clusterings suggests that there may not be a treatment for ‘schizophrenia’, 
and that a therapeutic focus on individual symptoms is appropriate. However, the use 
of anti-psychotic medication has no such focus. Furthermore, the North wick Park 
Study, whilst demonstrating that neuroleptics reduce relapse, found that only 16% of 
people benefited more than those on placebo medication, and half those on active 
medication relapsed within the first two years (Crow, MacMillan, Johnson & 
Johnstone, 1986). It is also worth noting the iatrogenic and long-term side-effects of 
neuroleptics (Manchada & Hirsch, 1986), that up to 75% have poor or erratic 
compliance after their first episode (Kissling, 1992), and that 50% of people 
discharged from hospital in one study took less than 75% of their prescribed 
medication (Buchanan, 1992). Given these issues of treatment applicability, efficacy, 
side-effects and adherence, a powerful argument for psychological therapies is that 
they are potentially better than the alternative of pharmacological intervention.
A range of psychological therapies have been employed with people experiencing 
hallucinations and delusions, which will now be reviewed. Operant procedures were 
first reported by Lindsley (1959), who constructed a human Skinner box, and then 
attempted to differentially reinforce non-symptomatic behaviour. After 30,000 hours 
of experimentation on 80 patients, he concluded that “vocal psychotic symptoms 
appear to be under some form o f strong control that resists direct differential positive 
reinforcement^ (Lindsley, 1959, p.269). Contingency management techniques have 
been used in a number of ways, including social reinforcement (Liberman, Teigan, 
Patterson & Baker, 1973; Bulow, Oei & Pinkey, 1979), time out (Davis, Wallace, 
Liberman & Finch, 1976), social interference (Turner, Herson & Bellack, 1977; 
Alford, Fleece & Rothblum, 1982), punishment (Turner et al., 1977; Belcher, 1988) 
and negative reinforcement (Fonagy & Slade, 1982). Such techniques have been 
criticised for lack of durability and generalisability, being mainly used in institutional 
settings and therefore inapplicable to community clients for whom contingencies 
cannot be controlled, and for only reducing the behavioural correlates of
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hallucinations and delusions, rather than actually changing the experience of the 
symptoms (Tarrier, 1994).
Attempts have also been made to identify and modify the antecedent conditions to the 
experience of psychotic symptoms. Systematic desensitisation studies found that 
reductions in tension and other mood states associated with the family were associated 
with a reduced frequency of auditory hallucinations (Slade, 1972), and a single case 
study of an in vivo desensitisation programme found that improvement in stress 
generated by interactions was associated with fewer hallucinations (Slade, 1973). Such 
studies can be criticised for lacking a conceptual framework to link family and 
individual stress, expressed emotion, experienced and expressed symptomatology, etc. 
Optimistic findings have also been reported in clinical case studies which used a 
variety of approaches simultaneously, including differential reinforcement techniques 
(e.g. Nydegger, 1972). With these studies, it is not possible to separate out the 
effectiveness of individual therapeutic interventions. Behavioural techniques based on 
classical an operant conditioning appear to have some clinical utility, but their 
therapeutic efficacy has not been conclusively demonstrated.
A number of self-management approaches have been tried. The common themes are 
that the person monitors their experiences, identifies those which are of a psychotic 
nature, and then implements a procedure (often defined by the therapist) to reduce 
their symptoms or reinforce their non-symptomatic periods. This approach has been 
found to occur naturally in some clients (Breier & Strauss, 1983), and monitoring 
alone can reduce symptomatology (Baskett, 1983). The procedures which have been 
suggested for implementation by the client are now reviewed.
The self-administration of shock has been found to be unsuccessful in reducing 
frequency of hallucinations (Weingaertner, 1971). The technique of thought stopping 
introduced by Rimm and Masters (1971) involves gradual internalisation by the client 
of the command “STOP IT”, starting with the therapist shouting the command when 
the client indicates they are hallucinating, and progressing towards the client thinking
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it to themselves. Some single case studies have shown good results with the technique 
(Samaan, 1975; Johnson, Gilmore & Shenoy, 1983). A controlled trial by 
Lamontagne, Audet & Elie (1983) found that chlorpromazine plus four sessions of 
thought stopping reduced the frequency of hallucinations (not significantly) and 
paranoid thoughts (significantly) compared with a control group just receiving 
chlorpromazine. Other studies of thought stopping have not shown it to be of use 
(Erickson, Darnell & Labeck, 1978). The evidence for the clinical utility for thought 
stopping is therefore inconclusive. The final se lf management approach we will 
review is the counter-stimulation, commonly called distraction. A clinical case study 
by Feder (1982) described a client who found that playing the radio on headphones at 
work led to a complete cessation of his voices, but they returned when he removed the 
headphones. Experimental studies have found that counter-stimulation is effective in 
blocking hallucinations in the short term, but the effects do not generalise (Slade, 
1974; Margo, Hemsley & Slade, 1981). A criticism of all these pragmatic approaches 
to se lf  management is their lack of theoretical grounding, but they should be in the 
repertoire of the psychological therapist, since some clients benefit from them.
However, there is strong evidence that clients develop their own coping strategies. 
Coping in this sense refers to cognitive and behavioural efforts to control or master 
their symptoms. Falloon and Talbot (1981) found that the self-initiated coping 
strategies of 40 people with persistent auditory hallucinations divided into 3 types. 
Behaviour change included regulating social contact and changing posture. Efforts to 
lower physiological arousal included relaxation and listening to music. Finally, 
cognitive methods included distraction or giving in to the voices. Tarrier (1987) 
replicated this study, finding that three quarters of his 25 subjects self-initiated a 
strategy, of whom three quarters reported at least one strategy as being at least 
moderately successful. A larger study by Carr (1988) of 200 clients elicited 310 
coping responses, which Carr linked in terms of attentional biases. Other studies by 
Breier and Strauss (1983) and Cohen and Berk (1985) lend further weight to the 
assertion that many clients '''‘...are actively fighting 'internal terrors and external 
realities’ to keep their emotional balance and social composure in a world they
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cannot always translate” (Hatfield, 1989, p. 1143). This can be developed 
therapeutically using the technique of Coping Strategy Enhancement (Tarrier, 
Harwood, Yusupoff, Beckett & Baker, 1990), which elicits and facilitates the 
systematic use of the individual’s coping repertoire.
Two other psychological approaches are ‘ear-plug therapy’ and ‘first person singular 
therapy’. The use of unilateral ear-plugs to reduce the intensity of auditory 
hallucinations is based on the premise that there is impaired inter-hemispheric 
information transfer in people with schizophrenia (Green, 1978). The 
neuropsychological rationale has been discussed by Slade and Bentall (1988), and in 
brief hinges on the relationship between external stimuli and internal phenomena. 
There is a considerable body of evidence from case studies that ear-plug therapy and 
other methods of controlling auditory input have clinical utility (Green, Glass & 
O’Callaghan, 1980; Feder, 1982; Green, Hallett & Hunter, 1983; James, 1983; Done, 
Frith & Owens, 1986; Birchwood, 1986; Morley, 1987), although some clients find 
that benefit arises from having the ear-plug in the right ear, rather than the left ear as 
predicted by the theory. Given the evidence of its efficacy, it is somewhat surprising 
that ‘ear-plug therapy’ is not in more common use, particularly given the simplicity of 
the intervention.
First person singular therapy is premised on the observation that “a key factor in 
auditory hallucinations is the message o f  maximum external control and minimum 
personal responsibility” (Greene, 1978, p. 167). Therapy consists of getting clients to 
take responsibility for their voices, which they are told are internally generated. 
Greene (1978) reported a total cessation of voices for two clients using this approach, 
and Fowler (1986) suggests that a significant reduction in hallucinations occurs in 
20% of clients treated with this therapy. The success of this approach may be linked 
with the clinical utility of cognitive-behavioural therapy for people with psychotic 
symptoms, which will shortly be considered.
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A motivation for the application of a cognitive model to psychotic symptoms arises 
from attempts to evaluate psychotherapy for people with schizophrenia. Freud 
indicated a belief that delusional thought was not amenable to correction (Crowcroft, 
1967), and commonly-used treatments arising from this assumption include ignoring 
or colluding with the delusion, since confrontation is seen as futile (Rudden, Gilmore 
& Frances, 1982). The utility of exploratory, insight-oriented psychotherapy has been 
compared with reality-adaptive supportive therapy in the Boston Collaborative Study 
(Stanton, Gunderson, Knapp, Frank, Vannicelli, Schnitzer & Rosenthal, 1984). The 
key finding was that supportive psychotherapy was at least as effective as the more 
intensive psychoanalytic psychotherapy (Carpenter, 1984). However, it has been 
argued that the supportive psychotherapy used actually resembled cognitive therapy in 
emphasising the present, symptom relief and problem solving (Gundersen, Frank, 
Katz, Vannicelli, Frosch & Knapp, 1984). Current evidence suggests that 
psychotherapy is of minimal benefit to people experiencing psychotic symptoms, but 
the reality-oriented techniques of cognitive-behavioural therapy may be more 
applicable (Kingdon & Turkington, 1994).
The extent to which psychotic experiences lie at the end of a continuum of normal 
experiences is a matter of debate. There is evidence from the psychopathological 
literature of intermediate states, such as ‘pseudo-hallucinations’ (Kraupl-Taylor, 1981) 
and ‘overvalued ideas’ (McKenna, 1984). Strauss (1969) examined data collected in 
the International Pilot Study of Schizophrenia, and found that half as many delusions 
were rated ‘questionable’ as ‘definite’, and three-quarters as many hallucinations. This 
led him to suggest that “schizophrenia...might be more adequately described as a 
point or a series ofpoints on a functional continuum” (Strauss, 1969, p.585). He gave 
criteria for defining this continuum: conviction and preoccupation with the experience, 
absence of cultural or stimulus determination, and level of implausibility. Although 
not a new argument, this debate is important. If psychotic symptoms are of a 
qualitatively different form, they may not be accessible to rationality. Improvement 
involves a change of type, not degree, of experience. If, however, psychotic symptoms 
represent extensions of normal experience, then they may be ameliorated by the
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application of therapies used with other people with distressing experiences. The 
stigma of such experiences will also be reduced. Psychotic symptoms have been 
experienced in ‘normal’ people in a range of situations: when given LSD (Fischman, 
1983), as hostages (Siegel, 1984); solitary confinement (Grassian, 1983), sleep 
deprivation (Slade, 1984) and sensory deprivation (Leff, 1968). Cognitive-behavioural 
therapy for people with psychotic symptoms is premised on the notion that their 
experience, while of an extreme form, is open to re-interpretation by the individual.
The first explicit use of a cognitive model with people diagnosed as schizophrenic was 
by Beck (1952). He successfully encouraged testing of a belief that FBI agents were 
following the client by scrutinising their appearance and behaviour, so that the number 
of possible agents reduced from 50 to 2-3. His delusional beliefs had been present for 
7 years, but “despite the longstanding nature o f the delusion it proved to be 
interpretable to the patient” (Hole, Rush & Beck, 1979, p.311). In this study by Hole 
and colleagues, interviews with 8 clients about their delusional beliefs led them to 
suggest four dimensions for measuring delusions: conviction; accommodation (how 
much a delusion could be modified by external events and inconsistencies); 
pervasiveness (extent to which person is preoccupied, seeks delusional goals, or 
interprets experience in delusional terms) and encapsulation (how much a decrease in 
pervasiveness could occur without an associated decrease in conviction). Taken 
together with the measures of delusions suggested by Strauss (1969), these 
deconstructions of delusional beliefs have informed therapeutic interventions. One 
aspect which is encouraging in the development of cognitive-behavioural techniques 
for this client group is the attempt to root therapy in theoretical understanding. For 
example, Perris (1988) provides an explicit rationale for his use of cognitive 
techniques in Sweden. Some case studies of the application of cognitive techniques 
will now be reviewed.
Watts and colleagues (1973) developed a model for modifying paranoid beliefs. They 
noted the possibility of ‘psychological reactance’, the increase in conviction of a belief 
when it is challenged. Their approach was therefore to focus on less strongly held
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delusional beliefs first, avoid direct confrontation by discussing evidence for the belief 
rather than the belief itself, and encouraging the client to develop their own counter­
arguments against the delusional belief. They demonstrated a significant reduction in 
intensity of beliefs using belief modification and graded exposure to avoided social 
circumstances. Comparison between belief modification and judicious confrontation 
in 16 clients with delusional beliefs showed a significant reduction in the strength of 
delusions for both groups (Milton, Patwa & Hafner, 1978). The utility of reality- 
’clarifying’ techniques for 3 clients was reported by Rudden and colleagues (1982). 
Cognitive-behavioural interventions using coping strategies, the belief modification 
techniques described in (Watts et al., 1973), and bringing on and dismissing 
hallucinations in sessions as described by Fisher and Winkler (1975) with 5 clients led 
to increased hallucination control in 4 and decreased frequency of and belief in 
hallucinations by 1 (Fowler & Morley, 1989).
An integration of cognitive and systemic models that addressed cognitive 
differentiation, social perception, verbal communication, social skills and 
interpersonal problem solving has been found beneficial to long-term clients (Brenner, 
1989). The development of ‘collaborative empiricism’ with 2 clients allowed 
alternatives to delusional beliefs to be introduced (Lowe & Chadwick, 1990). 
Combining cognitive-behavioural techniques with a normalising rationale appears to 
have been of benefit for 64 patients in a study by Kingdon and Turkington (1991a), 
although no control group was used. The level of belief in the content of auditory 
hallucinations was reduced in 3 out of 4 clients given cognitive therapy, with practical 
results - return to work, discharge from hospital, increased social life (Chadwick & 
Birchwood, 1994). A consistent finding from case studies is the utility of cognitive 
techniques for people experiencing psychotic symptoms. Despite calls for increased 
use of this approach (Kingdon & Turkington, 1991b), and the elaboration and 
dissemination of these techniques in recent publications (Kingdon & Turkington, 
1994), there is a shortage of therapists trained in this model. Clinical psychologists, 
for example, are notable by their absence from services for this client group 
(Department of Health, 1995).
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A number of neuropsychological deficits have been identified in people experiencing 
psychotic symptoms (Hemsley, 1992). These are reviewed by Corcoran and Frith 
(1994). The implications of these deficits for cognitive rehabilitation is unclear, 
although there may be benefit in drawing from approaches to brain injury, such as 
stimulus transfer, behaviour modification and errorless learning techniques. This area 
is discussed further by Goldstein and Kern (1994).
In conclusion, the evidence has been considered for some psychological approaches to 
treatment of people experiencing psychotic symptoms. These include behavioural, 
self-management, enhancing self-initiated coping strategies, psychotherapy and 
cognitive-behavioural therapy. It has been argued that these psychological approaches 
are under-used. Space precludes mention of other approaches, such as early 
intervention strategies (Herz & Melville, 1980; Birchwood, Smith, Macmillan, Hogg, 
Prasad, Harvey & Bering, 1989), family interventions (Falloon, Laporta, Fadden & 
Hole-Graham, 1993; Smith & Birchwood, 1990), skills-building (Anthony & Blanch, 
1989; Shepherd, 1991) and psychological approaches to negative symptoms (Slade & 
Bentall, 1989). The impact of new psychological research - for example into insight 
(Birchwood, Smith, Drury, Healy & Slade, 1994) and the process of recovery (Drury, 
1994) - has yet to be evaluated. Furthermore, psychological understanding should 
inform the development of services, such as assertive outreach teams (Stein & Test, 
1980).
It has been recognised that there has been an over-emphasis on the syndrome at the 
expense of symptom amelioration. In the future, the focus may change again to 
consider the emotional consequences of the experience of psychotic symptoms 
(Drayton, 1995). Psychological approaches to this client group are currently under­
used. The development of rehabilitation as a distinct psychological specialty 
(Conning, 1991) and increased involvement by clinical psychologists in the treatment 
and management of people experiencing psychotic symptoms will be necessary to 
redress the balance.
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Essay 5
Discuss the contribution that clinical 
neuropsychology can make to the assessment of a 
neuropsychiatrie illness of your choice
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Introduction
This essay will consider the contribution of clinical neuropsychology to the assessment 
of schizophrenia. It will be argued that such assessments serve two purposes. Firstly, 
testing people with schizophrenia using clinical neuropsychological assessment 
batteries has increased our understanding of schizophrenia, and can inform the 
development and testing of models of schizophrenia. Secondly, a detailed clinical 
neuropsychological assessment can inform rehabilitation for individual patients.
Some assumptions which underpin a clinical neuropsychological approach to assessing 
schizophrenia will be highlighted, with particular reference to difficulties of assessment 
associated with this client group. Some of the main findings from testing people with 
schizophrenia using clinical neuropsychological assessment batteries will be reviewed. 
These findings will then be compared with physiological models of schizophrenia 
(based on neuroanatomical imaging techniques) and cognitive models of schizophrenia 
(based on studies employing an information processing paradigm). Finally, the ways in 
which clinical neuropsychological assessment can inform treatment will then be 
discussed.
Clinical neuropsychology is concerned with explaining the association between specific 
patterns of disordered behaviour (such as speech, memory, goal planning, or motor 
control) and disruption to brain processing (Bradshaw & Mattingley, 1995). It involves 
detailed analysis of behaviour, so as to infer structural and functional properties of the 
brain.
The modularity assumption - that cognitive processes can be organised into distinct 
processes or modules - underpins most modern neuropsychological theories (Shallice,
1988). This assumption supersedes the early “ localizationalist” approach, in which 
specific cognitive functions were assumed to be associated with discrete brain regions 
(Farah, 1994). The locality assumption is that local brain damage (e.g. a focal lesion) 
should produce exclusively local effects, i.e. a specific set of behavioural deficits in the 
context of otherwise normal functioning (Farah, 1994). A number of objections have
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been raised to the locality assumption, including that relatively minor lesions can 
modify the functioning of anatomically distant regions (Vallar, Perani, Cappa, Messa, 
Lenzi & Fazio, 1988), the plasticity of structure and function (Kertesz, 1991), and the 
ability to adopt alternative cognitive strategies to compensate for a primary deficit 
(Bradshaw & Mattingley, 1995).
These difficulties relate to any clinical neuropsychological assessment. However, there 
are further difficulties which occur specifically in neuropsychological assessment of 
schizophrenia. The condition is not as was first thought a progressively deteriorating 
condition. Rather, it appears to accord with a “ vulnerability model” (Zubin & Spring, 
1977), involving episodic episodes of schizophrenic behaviour and experiences in 
individuals with a particular susceptibility (which may be genetic or environmental). 
There is evidence to suggest that the neuropsychological profile of patients with 
schizophrenia between episodes is (at least in some cases) indistinguishable from 
normal controls (Bleuler, 1978; Zubin, Magaziner & Steinhauer, 1983). Furthermore, 
the vulnerability markers may be only or mainly negative symptoms, whereas the 
episode markers may include positive or negative symptoms. The results of assessment 
will therefore vary depending on whether the person is tested during an episode or not.
A second difficulty in assessment of patients with schizophrenia is that they are more 
likely to have been institutionalised and to be prescribed psychotropic medication, both 
of which can impact on test findings (Goldstein, 1986). Although beyond the scope of 
this paper, both can impact on a patient’s neuropsychological profile (Goldstein & 
Halperin, 1977; King & Green, 1996).
A final difficulty specific to schizophrenia is what Chapman & Chapman (1973) called 
the “ general deficit syndrome” , in which patients with schizophrenia seemed to 
perform more poorly than controls, irrespective of the task. They also tend to develop 
a flat cognitive profile (Chelune, Heaton, Lehman & Robinson, 1979). This may be due 
to negative symptoms, such as impaired concentration, poor motivation or inability to
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understand instructions, rather than the positive symptoms (Kietzman, Spring & 
Zubin, 1980).
These difficulties have led to a need for increased methodological rigour, which has 
not always been present in neuropsychological studies of schizophrenia (Goldstein, 
1996). For example, Chapman and Chapman (1989) developed a method of matched 
tasks, which compares the entire distribution of scores (not just the means) to 
dissociate specific from general deficits in schizophrenia. Findings from clinical 
neuropsychological assessment of patients with schizophrenia are now reviewed.
Clinical neuropsychological assessment of schizophrenia
Four types of cognitive function deficit will be considered: intellectual, memory, 
attention and executive functioning. Other deficits also exist, such as processing of 
visual information (Maruff & Currie, 1996) and language (Barr, Bilder, Goldberg & 
Kaplan, 1990).
IQ deficits are consistently found in patients with schizophrenia (Barber, Pantelis, 
Bodger & Nelson, 1996), especially in performance tasks (Cullari, 1985). Current 
evidence suggests that intellectual deficits are present before onset (Jones, Rogers, 
Murray & Marmot, 1994), with pre-schizophrenic males tending to score less well 
than females. A high IQ serves a protective function against developing schizophrenia 
(Erlenmeyer-Kimling & Comblatt, 1987). IQ can continue to decline after the onset of 
the illness (Barber et al., 1996). However, the evidence currently available does not 
support a model of schizophrenia as involving a continuous intellectual deterioration. 
A cross-sectional study looking specifically at cognitive deterioration over time found 
no evidence for progressive deterioration in cognitive functioning in schizophrenia 
other than that which would be expected due to normal ageing (Hyde, Nawroz, 
Goldberg, Bigelow, Strong, Ostrem, Weinberger & Kleinman, 1994), suggesting that 
schizophrenia more closely mirrors a static encephalopathy than a progressive 
dementia.
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Until recently, memory has been considered to be unimpaired in schizophrenia, except 
as a result of global cognitive deficits (Cutting, 1990). However, more precise clinical 
neuropsychological assessments are suggesting particular deficits. For example, 
several studies of working memory have assessed digit span, finding either a slight 
deficit in forward digit span (Gruzelier, Seymour, Wilson, Jolley & Hirsch, 1988) or 
no difference when compared with other neurological patients (Duffy & O’Carroll, 
1994). However, there is evidence of a trend towards poorer backward digit span in 
schizophrenia (Goldberg, Torrey, Gold, Ragland, Bigelow & Weinberger, 1993). 
There is also evidence of deficits in working memory when assessed using spatial or 
haptic (touch) modalities, which were not evident in the verbal modality (Park & 
Holzman, 1992). In terms of long-term memory, there is evidence of impairment in 
both remote (Calev, Berlin & Lerer, 1987) and recent (Kopelman, Wilson & 
Baddeley, 1990) episodic memory, and also semantic memory (McKenna, Mortimer 
& Hodges, 1994).
Attention deficits are reported in people with schizophrenia, and appear to be 
particularly prominent for perceptual or cognitive tasks involving the processing of 
complex information, the maintenance of attention, and rapid psychomotor responses 
(Pantelis, Barnes & Nelson, 1992). Such deficits can arise from a range of cognitive 
processes including maintenance of alertness, selectively attending to incoming 
information, being able to scan and identify stimuli quickly, and responding to 
unexpected stimuli (Gourovitch & Goldberg, 1996).
Executive functioning is consistently found to be impaired in people with 
schizophrenia. Deficits found include difficulty in grasping concepts (Stuss, Benson, 
Kaplan, Weir, Naeser, Lieberman & Ferrill, 1983), perseverating on incorrect 
responses (Gold, Berman, Randolph, Goldberg & Weinberger, 1991) and forming 
hypotheses (Goldberg, Karson, Leleszi & Weinberger, 1988). Along with clinically 
observed negative symptoms such as poor social judgement, and lack of motivation 
and planning capacity, these findings are suggestive of general executive function
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impairment. The relevance of executive functions to cognitive models will be 
discussed.
In summary, a range of neuropsychological deficits have been found in people with 
schizophrenia. This has informed the development of two types of models: 
physiological and cognitive. Physiological models link neuropsychological 
assessments with the structure of the brain, and cognitive models attempt to explain 
these neuropsychological changes in terms of models of information processing. 
These models will now be reviewed.
Physiological models
The most common brain abnormality detected by CT scan is atrophy, especially 
ventricular enlargement and cortical sulcal enlargement (Weinberger & Wyatt, 1982; 
van Horn & McManus, 1992). This has been found to be associated with 
neuropsychological deficits in memory, processing speed, attention and fluid cognitive 
ability (Bilder, 1992). These associations do not hold for language or general 
knowledge, which may explain why IQ tests do not show association with 
neuroanatomical abnormalities, whereas neuropsychological assessments do. The 
evidence does not, however, suggest a simple degenerative process underpinning 
schizophrenia, for a number of reasons: these changes can be found in young, 
untreated people with schizophrenia; ventricular enlargement appears to be associated 
with poor premorbid social adjustment and obstetric complications (Bilder, 1992); and 
no abnormality is shown by the majority of patients with schizophrenia (Goldstein, 
1986).
Neuroanatomical changes have also been observed in the medial frontolimbic system, 
including anatomical abnormalities in the hippocampal formation and the medial 
frontal cortices (Bilder & Degreef, 1991). This is further supported by positron 
emission tomography scans showing decreased activation of the prefrontal cortex in 
patients while completing the Wisconsin Card Sorting Task (WCST) (Weinberger, 
Berman & Daniel, 1991). Neuropsychological deficits in attention and executive
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functioning might arise from these abnormalities, since the medial trend appears to be 
implicated in the “projectional” control of behaviour (Goldberg, 1987). For example, 
it has been suggested that the distractibility and difficulty in inhibiting responses 
which patients with schizophrenia show is similar to that shown by patients with 
lesions in their frontal lobes (Goldman-Rakic, 1987), and that deficits in WCST 
performance are characteristic of disruption in the processing by the dorsolateral 
prefrontal cortex (DLPFC) (Morice, 1990). Other brain areas have also been 
implicated in these processes (Posner, Early, Reiman, Pardo & Dhawan, 1988), such 
as the temporal lobes and basal ganglia (Buchsbaum, 1990).
An explanation for these varied findings might be that schizophrenia is associated with 
an imbalance between the operation of different functional and structural areas, rather 
than the actual area. This implies that the network of connections between areas of the 
brain is impaired, and there is some evidence that the fronto-striato-thalamic network 
(Pantelis & Brewer, 1995) can be disrupted, along with the circuitry connecting the 
DLPFC with the hippocampus (Goldman-Rakic, 1987).
In summary, there are demonstrable associations between structural and 
neuropsychological abnormalities in schizophrenia. However, since no structural 
abnormality is shown by the majority of patients with schizophrenia (Goldstein, 
1986), there may not be a single pathogenesis. One explanation for this might be the 
existence of distinct sub-syndromes within schizophrenia, each with separate 
aetiologies. For example. Crow (1980) suggested that two pathological processes 
occur in schizophrenia, one biochemical and one structural. The identification and 
adumbration of such sub-syndromes has been the subject of continuous debate, which 
has been informed by the development of cognitive models of schizophrenia. Some of 
these models are now reviewed.
Cognitive models
Neuropsychological findings have informed the development of cognitive models of 
schizophrenia. Frith (1992) has put forward a cognitive model which categorises the
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cognitive dysfunction found in schizophrenia into 3 types: disorders of willed action; 
deficits in self-monitoring; and deficits in inferring the mental states of others. These 
will be discussed.
This model is based on a theory of action which distinguishes willed intention 
(intentional acts arising from goals) from stimulus intention (automatic actions which 
are typically overleamed and context-specific). Disorders in willed action accounts for 
some psychotic symptoms. Negative symptoms such as poverty of action or speech 
occur when goals fail to generate intentions, and positive symptoms such as stereotypy 
and perseveration occur when goals fail to inhibit stimulus intention.
Deficits in self-monitoring arise when there is a reduced ability to discriminate 
between internally and externally generated events, both in terms of distinguishing 
events caused by their own actions from those caused by others, and willed actions 
from stimulus-driven actions. Thus a failure to monitor willed intention can lead to not 
recognising an action as being internally generated, which is experienced as a delusion 
of control. Hallucinations can also be accounted for by this deficit.
Deficits in inferring the mental states of others is suggested as being due to poor 
development of “theory of mind”. This may lead to an impaired ability to represent the 
contents of other people’s minds, which may lead the person to believe that other 
people are deliberately behaving so as to disguise their intentions. This may manifest 
as paranoia. Ideas of reference, language disorders and third person auditory 
hallucinations can also be accounted for within this framework.
This model is informed by findings from clinical neuropsychological assessment 
(Frith, 1992). The executive functioning difficulties in perseverating on responses 
based on the most apparent detail of the stimulus is evidence for a disorder of willed 
action. Difficulties in error correction, especially in the absence of visual feedback, 
lend support to the notion of a deficit in self-monitoring. The theory-of-mind aspect of 
the model is less tested, but initial findings are that patients with schizophrenia who
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are in remission make more accurate inferences about the mental states of others than 
those with paranoid delusions (Frith & Corcoran, 1996), though showing a correlation 
is not the same as establishing causality. This could be explored further by 
neuropsychological assessment to identify what aspect of cognitive functioning is 
implicated in this deficit.
The observation that Frith’s model could be explored further using neuropsychological 
assessment highlights that clinical neuropsychology can inform other levels of 
investigation (cognitive, structural, etc.), and vice versa. As another example, the 
general cognitive model proposed by Shallice formulates attention as arising from 
contention scheduling and the Supervisory Attentional System (SAS). In brief, 
contention scheduling involves selecting an appropriate cognitive or motor program in 
the presence of a relevant trigger. The SAS is required for more novel tasks, and alters 
the priorities of the contention scheduling by either activating or inhibiting programs. 
Attentional deficits in frontal lobe lesion patients are postulated to occur because a 
faulty SAS selects the wrong programs, which catch attention. This model has been 
subsequently tested in a study of patients with schizophrenia, in which all patients 
performed poorly on tests sensitive to frontal lobe dysfunction, and particularly to 
deficits associated with the hypothesised SAS (Shallice, Burgess & Frith, 1991). 
Clinical neuropsychological assessment can therefore contribute to the construction 
and amendment of cognitive models of schizophrenia.
Clinical neuropsychological assessment for treatment
Clinical neuropsychological assessment can make a contribution to schizophrenia by 
informing treatment programmes, and by underpinning specific treatments for the 
remediation of neuropsychological deficits.
Clinical neuropsychological assessment is useful for giving a baseline of intellectual 
ability. This can inform decisions about whether a patient has the intellectual capacity 
to benefit from a treatment program {e.g. do they understand the association between 
behaviour and reward in a behavioural program?), or to cope with community living
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or a rehabilitation setting. It is particularly helpful when there has been some 
intellectual deterioration, since the verbal abilities of such patients may be less 
impaired, leading to an over-estimation of their abilities (Barber et ah, 1996). Clinical 
neuropsychological assessment may also inform treatment strategies, for example 
whether the patient has better preserved visual or verbal memory capacity, or whether 
their performance IQ indicates an ability to engage in manual work in a sheltered 
workshop. Decisions about a patient’s ability to cope with independent living can be 
informed by assessment of their general intellectual level, their planning and problem­
solving abilities, and so on.
Clinical neuropsychology can inform treatment strategies whose aim is the 
remediation of specific cognitive deficits (Morice & Delahunty, 1996). Brenner (1987) 
proposed a model in which attention, perception and cognition were all implicated in 
behavioural problems and disabilities which impact on the functioning of people with 
schizophrenia. Based on this model, he developed a treatment programme aimed at 
ameliorating these impairments, using five modules: cognitive differentiation, social 
perception, verbal communication, social skills and interpersonal problem-solving. 
These modules have been shown to be effective (Brenner, Kraemer, Hermanutz & 
Hodel, 1988), and there is even benefit when only the cognitive differentiation module 
is given (Olbrich & Mussgay, 1990). The Newcastle work builds on that of Brenner, 
and has used computer programs to address cognitive deficits (Morice & Delahunty, 
1996). Results indicated some improvement on WAIS-R sub-tests, but less evident 
gains in WCST and the Tower of London test. However, a Cognitive Shift Module 
(CSM) and a Planning Module (PM) have also been developed, which provide 
repetitive practice of executive control processes. Thus the CSM gives 8 hours of 
training in set maintenance and set shifting, and the PM gives 24 hours of training in 
organising information, deciding strategy, sequencing tasks, and dual tasking. Results 
from a small study of 21 patients with schizophrenia showed significant improvements 
in WCST performance for patients receiving the CSM and PM modules. Clinical 
neuropsychology assessment may in future be better able to identify exactly which
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deficits a particular patient with schizophrenia is exhibiting, and what remediation 
strategies are likely to be effective.
It has been argued that the contribution of clinical neuropsychology to the assessment 
of schizophrenia is two-fold. Firstly, the development of physiological and cognitive 
models is informed by clinical neuropsychological assessments, and can be tested by 
such assessments. Secondly, a detailed clinical neuropsychological assessment can 
inform rehabilitation for individual patients, and may suggest specific remediation 
strategies.
A number of issues have been omitted from consideration. For example, how much do 
findings from one neuropsychology case study of a patient with schizophrenia 
generalise to another patient? If there are different sub-syndromes present, then the 
ability to differentiate between these sub-syndromes may be lost when the findings 
from all patients with “schizophrenia” are grouped together. As another example, is it 
valid to implicate brain areas in schizophrenia (when there is no identifiable lesion) by 
using understanding gained from assessing deficits in patients with identifiable 
lesions?
In conclusion, an attempt has been made to link clinical neuropsychological 
assessments with other levels of observation: structural (giving rise to physiological 
models) and information processing (giving rise to cognitive models). Other levels can 
and have been compared, for example symptoms and structural abnormalities (Raz,
1989), but with limited success. Future research in schizophrenia will need to work 
towards a conceptualisation of schizophrenia which describes the relationship between 
symptomatic, neuropsychological, neurochemical and structural changes associated 
with the disorder.
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Clinical placements and contracts
Clinical placements and contracts
Placement 1 : Adult mental health
Location: Clinical Psychology Department, West Park Hospital, Epsom KT19 
Supervisor: Angela Devon 
Dates: October 1994 - May 1995
Placement 2: People with learning disabilities 
Location: Lifecare NHS Trust 
Supervisor: George Lee-Choon & Heidi Adshead 
Dates: May 1995 - November 1995
Placement 3: Child
Location: Beaumont House, Heme Bay, Kent
Supervisor: Ned Mueller
Dates: November 1995 - April 1996
Placement 4: Older adults
Location: Elmside, Surbiton Hospital, Kingston KT6
Supervisor: Sue Webb
Dates: April 1996 - October 1996
Placement 5: Cognitive-behavioural therapy with psychosis 
Location: Horton Hospital, Epsom KT19 
Supervisor: Hazel Nelson 
Dates: October 1996 - September 1997
Placement 6: Adult psychotherapy 
Location: Kingston Hospital, Kingston KT2 
Supervisor: Frank Milton 
Dates: October 1997 - September 1997
Clinical placements and contracts
PLACEMENT CONTRACT
Trainee: Mike Slade
Supervisor: Angela Devon
Dept, of Clinical Psychology
West Park Hospital
Horton Lane
Epsom
Surrey
KT19 8PB
Title of Placement: Adult Core Placement, Primary Care and Adult 
Community Mental Health
Date: 14 October 1994 - 1 May 1995
Aim of Placement
1 To fulfil the requirements of a core adult core placement
2. To provide experiences which will address the particular needs of the
individual trainee.
Planned Experiences and contacts and other work
1. To provide an induction programme , meetings with the members of the
CMHT eg, CPNs, Social Workers, OT, Psychiatrist, Team Manager, Case Manager -
social services will be arranged. In addition meetings with the individual members of 
the Psychology Department will be organised. Opportunity for discussions with the 
supervisor.
Objectives
1. To fulfil the requirements of an adult core placements -
a) to provide opportunities which would lead to the development of skills in 
assessment formulation and therapy in the main problem areas. Psychodynamic 
and cognitive behavioural approaches will be explored.
b) psychometric assessment skills will be developed so that the trainee will be able 
to conduct such aa assessment independently.
c) an understanding of organisation issues will be achieved eg. the use of care 
programme approach, supervision register, Trusts and GP fundholding, marketing 
of psychology, service agreements, contracts, the development of community 
teams.
d) observation and direct work will conducted in as wide a range of settings as is 
possible eg. primaiy care settings, CMHTs, Day Hospitals, in-patient wards -
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acute, long stay and rehabilitation, resource centres, home visits. The trainee will 
be able to present professionally, have an understanding of the roles of different 
professional working in the various settings, will be able to liaise with the relevant 
network in an appropriate manner.
e) the trainee will observe group work - both structured and unstructured which 
will lend to the trainee gaining knowledge about the functioning of groups. The 
trainee will gain competence and knowledge in running a structured group such as 
anxiety management, planning it, assessing clients, running the group and 
evaluating it.
0  the trainee has identified a personal objective which is to develop his role as a 
Clinical Psychologist. The trainee will gain competence and confidence in 
psychological assessments and treatment, in understanding the psychologists role in 
consultation and supervision of other professions, in being able to liaise 
professionally with other disciplines and in being able to determine the role of the 
Clinical Psychologist in relation to other disciplines. In addition the psychologists 
role in research, evaluation and the use of psychological knowledge and models to 
aid the understanding of clients and the organisation as a whole will be explored.
2. The trainee will have direct experience with the main problem areas. Discussion 
with the trainee have highlighted considerable experience with certain problem 
types and a need to gain experience in certain areas. This is indicated below and 
will be considered in referral allocation.
Considerable experience - Schizophrenia
Suicide assessment
Less experience - Depression
Anxiety
Rehab.
No experience - Obsessive, compulsive disorders
Eating disorders 
Sleep disorders 
Sexual abuse/problems 
Health
Substance Misuse 
Neuropsychology 
Personality disorders
The trainee will have the opportunity to observe the supervisors work in 
assessment and treatment and will gain experience in assessment, formulation and 
treatment of many of the problem areas highlighted above.
3. The trainee will have one referral for cognitive therapy assessment and treatment 
which will be written up as a formal report. This will be undertaken with Dr Fred 
Roach.
4. The trainee will observe group therapy at the Drug and Alcohol Abuse Centre and 
will observe the work of the Psychologist involved with clients with drug and 
alcohol related problems.
5. The trainees will observe the work of the Psychologist working in Rehabilitation 
and will conduct some limited clinical work in this area. Exposure to in-patient 
facilities and care for the long term mentally ill will be provided. This will account 
for one session for eight weeks.
6. The trainee will observe neuropsychologist assessment and will conduct a 
psychometric assessment using appropriate tests of which the WAIS is considered 
the minimum. A report of the trainees assessment will be provided.
7. Exposure to both psychodynamic and cognitive behavioural approaches will be 
provided so that the trainee will gain some experience to be able to assess, make 
formulations, plan and conduct therapy using either model as appropriate.
8. The trainee will have direct or indirect exposure to assessment or therapy with a 
client from a different cultural background.
9. Opportunities to observe the work of and liaise with members of the CMHT will be 
made. Allocation and business meeting of the CMHT will be attended. The 
understanding of the roles of other professionals in the CMHT will be facilitated. 
This is also seen as an opportunity to develop the trainee's role as a Clinical 
Psychologist.
10. Liaison with members of the Primary Health Care Teams will be experienced and 
PMHCT meetings will be attended. This will offer the trainee experience of 
primary health care and the role of the clinical psychologist within such a setting 
can be developed.
11. The trainee will observe consultation of the supervisor by other professionals eg, 
counsellors, CPNs, Practice Nurses. This will enable the trainee to see the 
supervisor consultative and educative aspect of the work of Clinical Psychologist 
and to determine the Clinical Psychologists role in relation to other professions.
12. The trainee will participate in the activities of the Psychology Dept. eg. attend 
Departmental Meetings.
13. The Trainee will conduct literature reviews as appropriate which will enhance the 
trainees knowledge base and will provide updated information to the department.
14. The trainee will participate in teaching and making presentations to Clinical 
Psychologist and other professions. The trainee will provide information and 
expertise to the clinical psychology department and to other professions where 
appropriate.
15. The trainee will observe or participate in specific projects which are being 
undertaken in the department eg. audit.
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16. Exposure to organisational issues will be provided eg. Quality Assurance and Audit 
procedures. Discussion opportunity to explore and understand organisational 
issues will be created. Exposure to the operation of Care Programme Approach 
and the supervision register will be provided. Attendance at CMHTs Away Days 
will address some of these issues.
17. The role of the Clinical Psychologist in different settings will be observed and 
experienced eg. in CMHT, in PMHT in Rehabilitation, in Alcohol and Drug Abuse 
and in Neuropsychology.
18. Observation of work of a psychosexual counsellor and some direct clinical work.
19. Observation and participation in assessment and running of a stress management 
group.
Parameters of the Placement
90 minutes per week of supervision will be provided. Supervision will include 
discussion of clinical work, emotional issues pertaining to clinical work, development 
of report writing skills and discussion of organisational issues. The trainee will 
observe the work of the supervisor. The supervisor will observe the work of the 
trainee by direct observation or by the use of audio or videotape of consultations.
The trainee will submit two sample examples of written communications that have 
been produced within the placement.
The trainees will submit two formal case reports.
A formal review of the placement will occur halfway through the placement - end of 
December, beginning of January. Other opportunities for regular feedback will occur. 
Full written feedback re. the trainees performance will be provided at the end of the 
placement by the Supervisor. Full written feedback re. the quality of the placement 
and the level of supervision will be provided at the end of the placement by the trainee.
Angela Devon Mike Slade
Principal Clinical Psychologist Clinical Psychologist in Training
& Specialist in Community Psychology
Ref: AD/SG/030
PLACEMENT CONTRACT
SERVICES FOR PEOPLE WITH LEARNING DISABILITIES
S u p e r v i s o r : George Lee-Choon and Heidi A dshead
T ra inee : Mike Slade
S t a r t  d a te : 19 M ay 1995
End d a te : 16 November 1995
N u m b er  o f  c l in ic a l  d a v s : 
D a te  of  m id - p la c e m e n t  v i s i t :
PLACEMENT STRU CTU RE:
Days on placement will be Tuesdays ,  W ednesday  and Friday. There  will be one half day per w e e k  clinical s tu d y  
during p lacem ent time (or 1 day  every tw o  w eeks) .  This is a l t e rn a te  W ednesdays a t  p re sen t ,  b u t  m ay  change .  
Each day is a Vh hour working day. A ttendance a t  p lacement is no t  expected  when there are r e sea rc h /ac ad em ic  
days/blocks a t  University, or for agreed  holidays.
1. ESSENTIAL SUPERVISION
AIMS
1. Agreed w eek ly  supervision will be for 1 hour and  will tak e  place on Tuesday  from  2 .0 0  pm to 
3 .00  pm w ith  Heidi Adshead and one hour each  Friday be tw een  12.30 and 1 .30pm  w ith  George 
Lee Choon. Additional informal support /superv ision  sess ions  will take  p lace  a s  n e c e s sa ry .  
Weekly supervision sessions  to be minuted  in n o te  form by Heidi and George an d  n o te s  kep t  in 
file accessib le  to Mike.
2. For the firs t  m onth  of p lacem ent, Mike will h ave  the  opportunity  to observe George and Heidi 
in a wide range of clinical s ituat ions, clinical activities, direct and indirect clinical w ork ,  
m eetings, c a s e  co nfe rences ,  e tc . ,  in o rder  to  familiarise himself with the w o rk  of a Clinical 
Psychologist  in the  Learning Disabilities speciali ty .
2. ESSENTIAL KNOWLEDGE
Mike will gain the knowledge of current thoughts  and p ractice  regarding psychology se rv ice s  for people 
with learning disabilities throughout the course of this p lacem en t.  Information will be g a th e re d  through  
reading, discussion and supervision.
During each  essential weekly  supervision session opportunities will be made available for Mike to explore 
and  d iscuss  clinical p rac t ice .  This discussion should build on the  core skills and know ledge gained by 
Mike in the  clinical course  lec tu res .
Mike will have time ea ch  w e e k  and during the  induction period to read cu rren t  l ite ra tu re  in this  a rea  
re levant to his clinical p rac t ice  in order to expand his e ssen tia l  knowledge.
Mike will also have the  opportunity  to d iscuss  cu rren t  theory  and  p ractise  during fortnightly  academ ic  
sess ions .
Mike will complete M aka ton  s ta g e s  1 and 2.
ESSENTIAL CLIENT WORK
Mike will gain experience of the  three  p hases  of a s s e s s m e n t ,  intervention and follow-up involved in the  
w o rk  w ith  clients in this speciality . At leas t  one com ple te  piece of direct w ork  will tak e  p lace a s  a 
minimum, however, it is expected  th a t  the opportunities for Mike to work with a t  least  six clients in this 
w a y  will be m ade available.
A S S E S S M E N T
AIM S
Mike will be made aw are  of a range of m ethods  of a s s e s s m e n t  and  clinical investigation e ither  th rough  
practical application, dem onstra tion  or discussion. Emphasis  will be placed on the  ap p ro pr ia ten ess  and 
applicability.
1. Direct observa tions  of c lien ts '  behaviours and s itua t ion .
2. Psychom etric  a s s e s s m e n ts  se lec ted  on the  b as is  of the  needs p re sen ted  by the  clients  and
should include the  WAIS-R, Leiter, BPVS.
3. Interviews (s t ruc tu red  and semi-structured) w ith  clients, s ta f f ,  family.
4. Functional analysis  - collecting base  line information  through direct observa tion  of client
behaviours.
5. Skills a s s e s s m e n ts  eg functional perfo rm ance record, HALO.
6. Behaviour checklis ts ,  eg: Adaptive Behaviour Scale .
INTERVENTION
AIM S
Mike will gain experience of a range of methods of intervention, eg: the constructional approach , ch an g e
Mof a n te c e d e n ts  and  co n se q u en ces  and se t t ing  conditions.
1. Mike will work  w ith  the  following clients  through  all phases  of a s s e s s m e n t ,  in tervention  and 
follow-up; a t  leas t  six clients on clinical problems a s  referred, deciding on appro p r ia te  m e th o d s  
of intervention following d iscussions  w ith  the  supervisor.
2. Individual work  with  each  client will also involve direct work with the  parents ,  family and o th e r  
carers .
RANGE OF CLIENTS
1. Mike will w ork  w ith  a range of individual clients, varying w ith  r e sp e c t  to  age/level of 
d isability/sex/ethic background.
2. Mike will becom e familiar with a range  of people, by spending time in appro pr ia te  
es ta b l is h m e n ts  w ith  people who have varying n eeds ,  eg: York House, Cherry Orchard Day 
Centre, various Lifecare houses.
3. Mike will a c co m p an y  George and Heidi in their  w ork  with  people who m ay  have  varying 
individual d iffe rences .
4. Mike will also have experience of clients, w h e re  referra ls  permit, who have difficulties in the  
following areas :
•  Sexuality  issues
•  Bereavem en t and loss
•  Skills teach ing
•  Inter-personal skills, a s se r t iv en ess ,  an g e r  m anagem en t
•  Challenging behaviour
•  Anxiety or depress ion  (cross speciali ty  application of psychological m odels  and  skill)
•  Residential p lacem en t
5. This experience will be through:
d irect clinical w ork  
supervision
observa tion  of George/Heidi
c ase  d iscussion  a t  fortnightly speciali ty  or referral m eetings  
reading
INDIVIDUAL PLANNING
Mike will a t ten d  Lifeplan m eet ings  to observe the  p ro ce ss  and facilitate understanding  of tailoring the  
p rocess  to individual needs.
ESSENTIAL INDIRECT WORK
INDIRECT CLINICAL WORK
1. Mike will gain experience of indirect w o rk  by working with  the  s t a f f  group in Lifecare houses, 
advising on programmes, care plans and overall needs of res idents  living in the house. This work 
will build on the work  already estab lished  by the  psychologist involved in the house and will give 
Mike the  experience of  working in a clinical role maintaining ch an ge  th a t  h a s  already  been 
estab lished  within a sys tem , working indirectly through s t a f f  and  carers .
2. Mike will gain experience of indirect w o rk  by working through p a ren ts /ca re rs  during individual 
work.
SERVICE LEVEL WORK 
AIM S
Mike will gain knowledge of the  work of a Clinical Psychologist  a t  a service level.
1. By attending fortnightly speciality psychology meetings a t  which service level issues  and clinical 
practice are d iscussed .
2. During the  course  of the  essen tia l  supervision  sess io ns  George, Heidi and Mike will d iscuss  
George and Heidi's role working a t  serv ice  level.
3. By a t tending  planning meetings  and work ing  par ties ,  e tc . ,  a t  a senior level w i th  George and 
Heidi, in order  to be acquain ted  with  o rgan isat ion  a t  th a t  level.
WORK WITH l\IOI\l-PSYCHOLOGISTS AMD OTHER PROFESSIONA LS
AIM S
Mike will familiarise himself with  the work of o th e r  p rofess ionals  within the  Community  Team  and 
Services for People with  Learning Disabilities.
1. By attending  the  fortnightly referral m eetings .
2. By m eeting  w ith  the  various p rofess ionals  working within this service and  if possible by 
observing them  in their d ifferent p rofess ional w ork  roles.
3. By meeting with m anagers  of the Health and Social Services Authority and discussing their roles 
within the  overall organisational s tru c tu re .
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WORK WITHIN THE ORGANISATION
RANGE OF SETT IN G S
A IM S
Mike will have the  opportunity to work in a range of d ifferent se t t ings , a t  le a s t  2 s e t t in g s  are  essen tia l ,  
how ever  the  opportunity  to spend  time in more th a n  th e se  tw o  se t t in gs  will be m ade  available. These 
will include the c l ien t 's  ow n home, day services , socia l  services , school, fu r th e r  educat ion  college and 
Lifecare houses.
TEACHING
A IM S
1. Mike will have the opportunity to prepare one piece of formal teaching - as  par t  of the  in-service 
training p rogram m e for s t a f f  working within  Lifecare.
2. Mike will t a k e  his turn in presenting a t  the  fortnightly  psychology academ ic  sess ion .  
RESEARCH METHODS
AIM S
Mike will evaluate  a Social Skills Group.
He will become familiar with  research  m e th od s  in the  single ca se  through the  fortn ightly  acad em ic  
m eetings.
ADDITIONAL CLINICAL PRACTICE
GROUP WORK
A IM S
Mike will liaise w ith  George to develop a Social Skills Group. He will help to in te rv iew  po ten tia l  
cand ida tes  for the  group and facili ta te  the group. The group will las t  for a minimum of eight  s e s s io n s .
As part  of the setting-up process  for the group, Mike will review the literature on groups for  people w ith  
learning disabilities.
Heidi Adshead Mike S lade
Co-Supervisor Clinical Psycholog ist  in Training
George Lee-Choon 
Supervisor
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Child and Family Core Placement Contract
For Trainees with placements Beaumont House Multiagency Children 's Centre.
Trainee: Mike Slade
)a tes  o f  placement :_ending:  9/4/96
Assessment
1.1. Psychological tests for children
1.1.1. The trainee will become familiar with a range of 
childhood assessments, and know how to select 
appropriate tests related to specific concerns abo 
children. He/she must be familiar with:
Cogni t ive  ab i l i t i e s /d eve lopm en ta l : WISC-I I I -UK 
VVPPSI, Brit ish Pic ture Voc abulary  Scale ,  British 
Abili ty Scales ,  Gr if f i ths  and Bay ley Men ta l  
D e ve lopm en t  Scales.
Check l i s t s : Chi ld  B ehav iou r  Check l i s t  2-3 and 4/ 
Rut ter  Scales ,  Family  Stress Index , (Por tage .?)  
Personal i ty and social  s e l f  concept :  T e d d y  B ea r ' s  
Picnic:  M U G ,  T E D ,  T A T ,  Drawings.
Sensorv moto r : : B ender  Gestal t ,  Beery  VMI  
^ote: A Battery ’ o f  tests should include one from  
each o f the four groups above, and sometimes others 
from  the following:
Tests  re la ted  to suspec te d  t rauma,  ab u se  o r  to 
co m m u n ica t io n  diso rders  Putnam Chi ld  
Dissocia t iveCheckl is t ,  Rorschach ,  A u t i sm  early- 
screening devices
Tests  related  to speci f ic  psychiat r ic  cond i t ions  such as 
depress ion or  anxie ty
Attainment: trainee selected in liaison with educationa 
psychologist
Special  as sessments  for ch i ldren  with  senso rv  and  
physical  im pai rm en t s  or dev e lo pm en ta l  d e l a y s : 
familiari ty wi th is mandatory .
1.1.2. The trainee will conduct three assessments using a
battery of tests and observe the administration of on j  
developmental test by a Community Paediatrician.
1 he chi ldren tested  sho ul d  include one p re -schooler  
(W PPSI  will be used) one  child  o f  m id d le  school  age 
(W IS C III UK will be used),  and ( i f  poss ib le)  one  
adolescent  (no senso ry -m oto r  testing re qui red  with an
L C u i T î C At ?
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1 . 2 .
a d o l e s c e n t  un le s s  refer ral  i nc lu de s  n e u r o - p s y c h o  I oui cal 
c o n c e rn s ) .  .
Other assessment and clinical evaluation tasks
1.2.1. C a r r y  o u t  a b e h a v i o u r a l  a n a ly s i s  o f  p r o b l e m  
b e h a v i o u r ,  u s in g  a s t r u c t u r e d  f o r m a t  a n d  r e co rd  
fo rm s  ( f u n c t i o n a l  an a ly s i s )
1.2.2. T a k e  a c a s e  h i s t o r y  us ing  a s t r u c t u r e d  d e v e lo p m e n t  
s c h e d u le
1.2.3. T a k e  a f a m i ly  h i s to ry ,  i n c l u d i n g  c o n s t r u c t i o n  o f  a 
family t r e e / g e n o g r a m ,  u s ing  a r e c o g n i s e d  fo rm a t .
1.3. Formulation
# 5
.3.1
1.3.2.
T h e  t r a i n e e  w ill d e m o n s t r a t e  the  a b i l i ty  to p ro d u c e
fo r m u l a t i o n s  for  bo th  s im p le  an d  m o r e  complex  
p r o b l e m s  a n d  to i n t e r p r e t  test  r e su l t s  a n d  use them  in 
a pos i t ive  w a y  to c o m m u n i c a t e  the  f ind ings ,  both 
o ra l  I v a n d  in w r i t i n g
1 he t r a i n e e  will  be  a b l e  to g e n e r a t e  a p p r o p r i a t e  
i n t e r v e n t i o n s  a n d  t r e a t m e n t  goals  in o n e  model  to a 
high level o f  c o m p e t e n c y .  T r e a t m e n t  model s  a t  
B e a u m o n t  Mouse in c lude :
1.3.2.1, f- unctional Analysis and programme o f  
behavioural modification with change
measures
1.3.2.2. /  unctional Analysis and teaching specijic 
parenting skills with change measures
1.3.2.3. observation o f  social relationships in the 
fam ily (may involve video) and either (a) direct 
strategic fam ily work on specific relationships, 
usually the mother child relation or the whole 
family(b) individual work with the child based 
in attachment theory and in the concept o f  
'corrective emotional experience ’ (the methods 
here borrow much from  non-directive play 
therapy, but are not the same as those used in 
any classical psychoanalytic training)
Intervention and Therapy Skills
overall expec ta t io n  is for d i r e c t  i n v o l v e m e n t  w i th  7-10 f a m i l i e s  re fe r red  
d u r in g  the cour se  o f  the  p l a c e m e n t :  in s o m e  c a s e s  the i n v o l v e m e n t  will 
he for asse ssm en t :  in o th e rs  on ly  for i n t e r v e n t i o n
y& 332gM B SB æ m œ Q tœKzwm
1. Session Work w ith  in d iv id u a l ch i ld re n —m id ­
placement goa ls :
2 . 1.1. to use l a n g u a g e  a p p r o p r i a t e  to the  c h i l d ’s level of  
d e v e lo p m e n t
2.1.2. to hav e  a r e a s o n a b l e  k n o w l e d g e  o f  ch i ld  d ev e lo p m e n t
2.1.3. to be c o m f o r t a b l e  w i th  s i lence
2.1.4. to selec t  t h e  use  o f  toys  a p p r o p r i a t e  to t h e  ch i ld ' s  
d e v e lo p m e n ta l  level
2.1.5. to es tab l i sh  t h e  c h i l d ’s p r e c o n c e p t i o n s
- . 1. 6 . to a c h ie v e  a b a l a n c e  b e t w e e n  g iv in g  t h e  chi ld  f reedom 
to exp res s  t h e m s e lv e s  a n d  m a k i n g  a p p r o p r i a t e  
t h e r a p e u t i c  s u g g e s t io n s
2.1.7. to be ab l e  to se t  l imi ts  as  to w h a t  is a c c e p t a b l e  wi thin 
a session
2.1.8. to e n g a g e  a c h i l d / p a r e n t  e n o u g h  t h a t  t h e y  co m e  back
2.1.9. to p lan  th e  sess ion:  to p l an  en d in g s
Note: At Beaumont House, all children exhibit either 
developmental delay or severe em otional or 
behavioural disturbance or both; m ost also 
experience chronic adverse social circumstances.
While every effort will be made to include children 
from different ethnic groups, this m ay not be 
possible. Indirect work using audio tapes o f 
personality assessment with black children could be 
arranged.
Session Work with families or relationships—mid  
placement goals:
Mary John has received letter 
from Sally MacAlpin who
own jratingfoilovy:
Mîke acmeved an acceptable 
standard in areas 21,
He made particular gains m 
the areas o f ^
space f o r / t h e d h t l d J y y —
dse of bo%;jangoagerto-" '
s t â n œ w m m m r œ î v a s - r  
{successful in engaging several 
^bihhen to return for - 
sustafp.edpjayJherapyyvork.
mm
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2.3.1. to say  s o m e t h i n g  to e a c h  fa mily  m e m b e r  in the  first  
session
2.3.2. to el icit  a fa m i ly  h i s t o r y  a n d  d r a w  a f a m i ly  t r e e
2.3.3. to o b s e r v e  r e l a t i o n s h i p s  w i th in  the  f a m i lv  a c c u r a t e l y
2.3.4. to re sp ec t  family  h i e r a r c h y  a n d  po in t s  o f  v iew,  
inc lud ing  a s en s i t iv i t y  to m a t t e r s  r e l a t i n g  to race ,  sex 
and c lass d i f f e ren c es .
adueved-sce report by 
who'xvas C(Pthérapisf-#r4Ms',
a c h i^ c d . - ^  y
aclîfévéd"fv"'V'",; ' : v  -
2.3.^. to LMi^agc the  familv  e n o u g h  to b r i n g  th e m  back
2.3.6. to a l ly  w i th  d i f f e r e n t  familv  m e m b e r s  a t  d i f f e r e n t  
po in ts  in the  sess ions,  t h u s  l e av ing  wi th  fami lv  wi th a 
s en se  of  f a i r n e s s  by s e s s i o n ’s end
2.3.7. to h a v e  s t r a t e g i e s  fo r  d e a l i n g  wi th  h e a v y  cr i t i c ism of 
th e  chi ld  bv the  familv .
achieved-;,
achte
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2.3.8. N O T  exp e c t ed  by m id  p l a c e m e n t :  c h a l l e n g in g  family 
s t r u c t u r e ;  k n o w i n g  th e  d i f f e r e n t  model s  o f  family  
t h e r a p y ;  r e f r a m i n g  a n d  h y p o t h e s i s i n g  w i th in  the  
sess ion.
2.4. I/Vork with behavioural managem ent
2.4.1 to f o r m u l a t e  a n d  c a r r y  o u t  a p r o g r a m m e  o f  
b e h a v i o u r a l  m o d i f i ca t io n  in t h e  h o m e  o r  a t  a school,  
invo lv ing o t h e r s  in the  i n t e r v e n t i o n ,  a n d  em p lo y in g  
both  in cen t iv es  a n d  s an c t i o n s .  I he p r o g r a m m e  
sh o u ld  i n c l u d e  base  l ine a n d  o u t c o m e  m e a s u r e m e n t s  
to d e m o n s t r a t e  c h a n g e .
Liaison
3.1. The trainee will shadow other professionals working 
with children's services across the different agencies, 
particularly:
3 . 1.1. E d u c a t i o n a l  p sycho log i s t  ( i f  it ca n  be a r r a n g e d )
3.1.2. C o m m u n i t y  P a e d i a t r i c i a n - e x p o s u r e  to the
d eve lopm enta l  model
Contact  Dr. Hea ther  R ic ha rd son  on Can te rbury  812278
3.1.3. Socia l  W o r k e r s  a n d  F a m i l y  S u p p o r t  W o r k e r  (Fam i ly  
Aide )
C ontac t  G o rd o n  Sut ton an d  Karen Able  at BH.
3.1.4. P s y c h i a t r i s t / C P N  -e xpo sur e  to the medical  model
C ontact  Dr. Irvine W o r k m a n  or  Steven Bradley,  CRN on 
Canterbury  462733.  It a lso  m ay  be poss ible to sit in on 
the family therapy w o rk s h o p  at DC FT; for permission to 
do this con tac t  Jack ie  Sap fo rd  at the sa m e  te lephone 
n u m b e r
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4.1. The trainee will give one presentation, either on 
clinical or clinical research work, to an audience
Organisation and Service issues.
5.1. Attend m ultiagency and departmental meetings 
occasionally, as schedule permits.
Written com m unications
6.1. The trainee will enter audit notes on each sessions 
using the Beam ont House Therapists database
6.2. Letters and end o f treatment reports as relevant
6.3.
6.4.
The trainee will write up one psychological 
assessment in detail, submitting a first draft for 
revision, and then subm itting a final report, which if  
approved will be co-signed and entered in the client’s 
file.
The trainee will write up one complete case report on 
one of the interventions listed above. A draft o f this 
report will be subm itted prior to the end o f placement 
to allow time for suggestions and revision.
6.5.
Trainee specific goals fo r__________________
7.1. Working in a m ulti-disciplinary context
7.2. Experience with a model o f child psychopathology 
and its treatment aims and approaches (e.g., ‘child’s 
place in achieving developmental tasks’, ‘attachment 
theory as a m odel o f socio-em otional development).
7.3. Consolidate interpretative experience with child and 
family formal assessment schedules and tests (both 
intelligence tests and checklists and other devices).
Supervision
8.1. At least one formal hour per week with additional 
formal input from other Beaum ont House staff.
Readings
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In summary Mike made excellent 
progress and showed the capacity 
to evaluative assessment work ' - 
with children and families; and 
therapy wkh^hildrert,' all to a '
godd stamdard' -,
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/KINGSTON & DISTRICT COMMUNITY NHS TRUST 
Department of Clinical Psychology
CORE PLACEMENT - SERVICES TO OLDER ADULTS
CONTRACT FOR MIKE SLADE
AIMS
• To gain an overview of the services available for older adults in Kingston and District 
and an understanding of how these fit together to form an organisation.
• To gain an understanding of the role of the Clinical Psychologist providing services for 
older adults, and how this differs from other professions.
• to have experience of working in a variety of work settings, with a range of client 
groups and problems, and to develop skills and approaches when carrying out 
interventions, e.g. networking, liaising with other professionals, family therapy, marital 
work, behaviour modification, personal construct theory, bereavement counselling etc.
• To undertake some area of service development/project work/training.
OBJECTIVES
l a To visit and meet staff in the following settings:
• Oak Day Hospital
• Wards for older adults with mental health problems at Tolworth Acacia Unit
• Wards for older adults with physical health problems at Tolworth Hospital
• Social services residential homes, e.g. Newent House, Murray House
• Private and voluntary residential homes
• Resource centres
1.b To spend time with a consultant psychiatrist, social worker and CPN, both in client 
meetings and, if possible, in individual client work.
2. To work with outpatients/community clients with the following problems:
• Anxiety
• Depression
• Phobias
• Bereavement issues including adjustment to disability
• Carers’ issues
Core Placement - Services to Older Adults: Contract for Mike Slade (continued)
3. To observe and carry out neuro-psychological assessments using the WAIS-R, 
WMS or Coughlan, ME AMS or Mini Mental State.
4. To consult with staff in relation to problem behaviours in a residential setting.
5. To run a therapeutic group for older adults.
6. To have experience of a relatives support group.
7. To attend regular meetings held in the Psychology Department and other meetings
within Services for Older Adults.
8. To have two hours supervision on a weekly basis.
9. To have one session study time per week.
10. To meet managers within the EMI Services and Elderly Community Services.
11. To carry out some teaching to staff and/or other colleagues.
12. To undertake an area of project work.
13. To gain experience of other areas of psychology work, such as health psychology 
and neuropsychology.
PERSONAL GOALS FOR MIKE
1. To have some experience working systemically, e.g. with families.
2. To carry out a more detailed neuropsychological assessment using a range of tests.
3. To have more assessment and rehab experience of working with a client suffering 
from a stroke, e.g. with Anna on the Stroke Unit.
1. To gain more experiences of working with clients suffering from behaviour
problems.
SUE WEBB MIKE SLADE
Chartered Clinical Psychologist Psychologist in Clinical Training
[ sw\cntrctms. doc |
Dr Hazel Nelson 
Consultant Clinical Psychologist 
Horton Hospital, Epsom
SPECIALIST PLACEMENT - COGNITIVE BEHAVIOUR THERAPY FOR
PSYCHOSIS 
October 1996 - September 1997
CONTRACT FOR MIKE SLADE
1. To gain an understanding of the theory of cognitive behavioural interventions 
for people with a psychotic illness
2. To develop skills in this therapeutic approach by working with patients
3. To be aware of the range of roles of a Clinical Psychologist within a 
multi-disciplinary team
OBJECTIVES
1 To attend ward meetings on Mott and Glyn Wards
2. To attend the cognitive therapy group on Mott Ward
3. To gain experience in assessing people with long-term mental health problems
4. To undertake individual therapeutic work with patients
5. To develop a positive working relationship with staff from Mott & Glyn Wards
6. To have 2 hours supervision every 5 clinical days
AIMS
HAZEL NELSON MIKE SLADE
Consultant Clinical Psychologist Clinical Psychologist in training
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Frank Milton 
Chartered Clinical Psychologist 
Kingston Hospital
SPECIALIST PLACEMENT - PSYCHOTHERAPY 
October 1996 - September 1997
CONTRACT FOR MIKE SLADE
1. To gain an understanding of the theory of psychotherapy, and to integrate 
theory and practice.
2. To develop skills in this therapeutic approach with 2 patients seen until 
September 1997.
OBJECTIVES
1. To spend one clinical day per week on placement between October 1996 and
September 1997.
2. To undertake individual therapeutic work with 2 patients throughout this
period.
3. To have 1 hours supervision (shared with another trainee) each day on
AIMS
placement.
FRANK MILTON MIKE SLADE
Chartered Clinical Psychologist Clinical Psychologist in training
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Clinical Report 1: Adult mental health placement
A 40 year old man was referred by his GP for depression. During initial assessment his 
current problems and early life were discussed, and a history of coping with anger and 
inadequacy feelings by avoidance was identified. The formulation was that his 
depression was a result of these feelings being unresolved and turned inwards. His 
Beck Depression Inventory (BDI) score indicated mild/moderate depression. During 
10 sessions of psychodynamic therapy we explored these issues, resulting in increased 
understanding (leading to re-formulation of his difficulties) and symptomatic relief 
(BDI score of 1).
Clinical Report 2: Child placement
A 9 year old boy was referred by his school for behavioural and interaction difficulties. 
Following initial assessment by other professionals, he was identified as being 
emotionally disturbed at home and school, and I saw him for 10 sessions of play 
therapy. The process of therapy fell into 3 categories: engagement and boundaries 
(exclusive play, then ritualised turn-taking), disclosure of feelings (collaborative game- 
playing and the identification of a ‘horrible feeling’), and catharsis and termination 
(containment of anger towards the therapist). Following therapy his behaviour 
worsened, and possible explanations for this are discussed.
Clinical Report 3: Child placement
A 5 year old boy was referred by his school for educational and family-based problems. 
Initial assessment indicated that his problems were rooted in his disturbed family 
environment, especially due to his mother’s difficulties in relating to him. Detailed 
assessment was made of his intellectual abilities (using the Wechsler Preschool and 
Primary Scale of Intelligence - Revised), his behaviour (using the Child Behaviour 
Checklist and Teacher’s Report Form), his inner world (using the Teddy Bear’s 
Picnic), and his parent’s stress (using the Parent Stress Index). This indicated different 
patterns of behaviour at home and school, and informed his care plan.
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Clinical Report 4: Older Adults placement
A 76 year old woman was referred by her psychiatric ward for behavioural problems. 
Due to the nature of the referral, both behavioural and systemic formulations were 
made. Further assessment comprised 6 interviews with the patient, functional analysis 
of her behaviour, formal testing using the Clifton Assessment Procedures for the 
Elderly and the Kendrick Cognitive Tests for the Elderly, and interviews with staff. 
This led to a clearer understanding of her behaviour and recommendations for her 
management. However, these recommendations were not implemented due to systemic 
factors.
Clinical Report 5: Specialty placement (Cognitive-behavioural therapy with 
psychosis)
A 25 year old woman was seen for treatment whilst a patient on a psychiatric ward. 
During assessment she described unremitting positive psychotic symptoms for the last 
10 years. Coping strategies and non-psychotic concerns were identified. Her current 
symptoms were partly explicable in terms of her history. She was seen for 21 sessions 
of cognitive-behavioural therapy, with the goals of increasing insight, reducing distress 
due to persecutory and command hallucinations, identifying early warning signs of 
relapse, and develop coping strategies for dealing with symptoms. Therapy included 
destigmatisation of schizophrenia, experiments to test the omnipotence of her voices, 
and the joint writing of therapy cards.
Abstracts of clinical case reports
Research on placement
Research on placement
105
[This description of research on placement is informed by Powell & M. Adams (1993). 
Identifying names and details have been changed to preserve anonymity ]
Introduction
Context
Elm Unit comprises 4 wards for older adults, including Beech Ward, a long-stay ward for 
functional and organic patients. The Psychology Department has in the past year received 
a number of individual referrals from the Elm Unit, resulting in higher visibility of Clinical 
Psychologists on the Unit. During one visit, the manager of Beech ward asked if the 
Psychology Department could run a group for patients on the ward. The only previous 
group which had been run on the unit by psychologists was for staff, and it proved to be 
difficult for staff to attend regularly. This was understood by the psychologist running the 
group to be in part due to staff shortages resulting in less flexibility in how staff spent their 
time, and in part reflecting the importance ascribed to Clinical Psychology.
Given the losses implicit in continued residence in a hospital {e.g. of personal space for the 
patient, of socially valued roles, etc.), and the current lack of any organised therapeutic 
groups on the ward, the Psychology Department offered a reminiscence group, to be run 
by my supervisor and myself.
Review
There is an increasing recognition of the therapeutic value of reminiscence therapy for 
older adults. A review of 97 studies of the use of reminiscence found that only 7 produced 
negative outcomes, with the remainder either positive or non-evaluative (Haight, 1991). 
Reminiscence therapy can aid adaptation to the changes of later life, be of relevance to the 
participants, and be enjoyable (Bornât & J. Adams, 1991). However, a number of 
criticisms of the approach have been made, including that it is not a scientifically validated 
technique (Moody, 1988), that it can degenerate into being no more than entertainment or 
a diversion, and that it can reinforce stereotypical views of the past (Slater, 1995).
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Development o f  group design
We designed the group in order to address these criticisms. The lack of scientific 
validation was addressed by assessing change in both process and outcome. An 
assumption underpinning reminiscence groups is that they aid adaptation to current 
circumstances by recalling and valuing the person’s past. An effective reminiscence group 
should therefore impact on a person’s subjective sense of value, may reduce any 
psychologically-based symptomatology which is due to poor adaptation to loss, and (if 
they are less confused) may increase their ability to engage with others. Several outcome 
measures were used for evaluation of the group, comprising measures in domains of life 
satisfaction, depression and engagement in the group. The risk of becoming entertainment 
was addressed by maintaining a therapeutic focus within groups on maximising 
reminiscence and engagement between participants. The possibility of reinforcing 
stereotypical views of the past was countered by encouraging participants to decide on 
themes of sessions, and take the lead in discussing topics.
Concept and aims
This paper outlines the results of a reminiscence group of four sessions, run for four 
patients on an elderly long-stay ward. Measures of life satisfaction and depression were 
administered 1 week before the start and after the end of the group, and degree of 
engagement was rated for each participant after each session. The group had 3 aims: 
firstly the therapeutic value it offered to patients, secondly the possibility to train staff on 
the ward in how to run a reminiscence group, and thirdly the chance to raise the profile of 
Clinical Psychology in the Elm Unit.
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Method
Recruitment to the group
Nursing staff on the ward were asked to nominate 4 patients who would be able to benefit 
from a reminiscence group. The intention of this was both to use care staff knowledge 
about patients, and to give staff some sense of ownership over the group.
The 4 patients selected were:
Patient Gender Age Diagnosis Time on ward fmonths)
A Male 72 dementia 12
B Female 77 dementia 5
C Male 72 none 8
D Female 71 none 7
Intervention
A one-hour reminiscence group was run once a week at the same time for 4 weeks. The 
group took place in a side room of the ward on which the participants were patients. It 
was requested that one member of nursing staff (preferably the same person each week) be 
present throughout the session. In a meeting with each patient 1 week before the group 
started, it was explained what the group would involve. Each group was run by a trainee 
clinical psychologist, with a qualified clinical psychologist present and co-facilitating.
Reminiscence material was used from a variety of sources, including resources from a local 
day centre and a Help The Aged publication called “ Recall” (Johnston, 1981). The initial 
group theme chosen by the facilitator was “ Local places” , and thereafter the theme for the 
next session was chosen at the end of the previous session. Objects and pictures were 
handed round, and patients were asked what they could tell the group about it. Any 
discussion between participants on reminiscences was encouraged, whereas irrelevant or 
less focused discussion was minimised by passing round a new object.
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Evaluation
The patient’s sense of value was assessed using the Life Satisfaction Index (LSI) (Luker, 
1979), a 20-item scale which was modified for use in Britain from the original Life 
Satisfaction Index A (Neugarten, 1961). Symptomatology was assessed using the Beck 
Depression Inventory (BDI) (Beck and Steer, 1987). Ability to engage was assessed using 
the “Involvement Scale” (IS) (Bender, Norris & Barkham, 1987), a scale which assesses 
the extent of involvement in a reminiscence group for each session. All scales are shown 
in the Appendix. BDI and LSI scores were taken one week before and one week after the 
4 sessions, and IS ratings were made after each group.
The BDI and LSI were administered to all patients. The LSI was scored by giving 2 
points for an answer indicating satisfaction, one point for “Not sure”, and 0 points for an 
answer indicating dissatisfaction. The maximum score was therefore 40, with a high score 
indicating life satisfaction. No normative data were available. The maximum BDI score is 
63, with a high score indicating depression. Beck and Steer (1987) suggest that a BDI 
score from 0 to 9 is within the normal range, scores of 10 to 18 indicate mild or moderate 
depression, scores of 19 to 29 indicate moderate-severe depression, and scores of 30 to 63 
indicate extremely severe depression.
The IS was rated for each client following each session. This gives an indication of 
changes in various possible dimensions of engagement in the group.
Results
When it was explained what the group would involve, patients A, B and D appeared to 
understand, and said that they would participate in the group. Patient C did not appear to 
understand. The group was run for 4 weeks, with each patient present (at least at the start) 
at each group. The qualified clinical psychologist was present for the first 3 groups. A 
nursing assistant from the ward was present only for the first group, due to staff shortages.
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The theme chosen for session 2 was vehicles and objects, for session 3 was royalty and the 
war, and for session 4 was food. Each session lasted 1 hour. For each session there were 
photographs and postcards, for session 2 there was a metal iron and some old medicines, 
for session 3 there were ration books and newspaper clippings, and for session 4 there 
were foods such as lemons, oranges, spices and garlic. There was more enthusiasm from 
all participants when objects were handed round, rather than pictures.
The effort to promote discussion and comparison between the patients about their 
memories was partly successful, especially with patients A and D, who engaged with and 
discussed the material (except for session 3, in which they both fell asleep). Patient A often 
got annoyed with patient B (who would sing during sessions), and patient C found it 
difficult to engage with the material since he often felt he had to go out to work. He did 
leave session 2 after 5 minutes, but remained throughout the other sessions. The sessions 
(apart from session 3) were generally quite lively, and it was sometimes necessary to 
intervene to allow quieter members (especially patient A) to be heard. Patients A, B and D 
were all present for the start of session 4 without prompting, and both A and D expressed 
sadness at the end that there would be no more sessions.
When using the original form of the LSI, it was difficult for the patients to understand that 
they had to agree or disagree with the statement. The British sample on which the original 
LSI was tested were residents in “ old people’s homes or sheltered housing” (Luker, 
1979), which may indicate a higher functioning sample able to understand the task. The 
LSI was therefore modified to be question-based, such as “ As you grow older, do things
X
seem to be better than you thought they would be?” . Negatives were also removed, so 
that for instance Question 17 became “ When you think back over your life, did you get 
most of the important things you wanted?” , with the response reversed for rating 
purposes. The responses appeared to be reliable, although some questions had to be 
rephrased. An example was when patient B was asked “ Compared to other people do you 
get down in the dumps too often?” , and she replied “ Where’s that?” , possibly due to
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concrete thinking. When the question was rephrased as “ Compared to other people do 
you feel low too often?” , she was able to understand and answer the question. Such 
modifications may impact on the psychometric properties of the instrument, but were 
necessary for obtaining the most clinically useful information.
Modifications were required in administering the BDI, since all 4 patients found it difficult 
to understand. The administration procedure was therefore changed, so that patients were 
asked if they agreed with the 1-point rating question (e.g. “ Do you feel sad?” ). If they 
replied “ No” , their response was rated as 0 points. If they replied “ Yes” , they were asked 
the 2-point rating question. If they replied “ No” , their response was rated as 1 point, and 
so on. Despite these changes, the BDI could not be completed for two patients (A and C) 
at baseline, due to the difficulty they experienced in understanding the questions, and so it 
was not administered at follow-up.
The scores obtained for pre- and post-tests are shown in Table 1.
LSI BDI
Baseline Follow-up Baseline Follow-
A 27 31 * *
B 29 35 3 0
C 27 20 * *
D 16 12 24 26
Mean 24.8 24.5 13.5 13
 \
* did not complete
Table 1 : BDI and LSI scores before and after a 4-session reminiscence group 
The ratings for patient C were not reliable, since they required interpretation. For example:
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(Q9) Do you feel old and somewhat tired?
(A) It’s a remarkable prison in my personal knowledge, because all the subjects have
been omissioned and dismissed. (Rated "Yes”)
(Q10) Do you feel your age but it does not bother you?
(A) That’s a difficult answer because there are so many vegetations. (Rated "Not
sure ”)
The IS ratings following each session are shown in Table 2.
Patient A B c D
Session 1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4
Willingness to join
group 3 4 3 3 3 4 3 3 3 1 3 3 3 2 3 3
Confusion /
inappropriate
contributions 3 3 2 3 2 1 2 1 1 1 1 2 3 2 3 3
Energy levels 2 1 0 1 1 2 2 1 2 0 2 2 2 1 1 2
Type of
reminiscence 1 2 1 2 2 1 2 2 1 0 0 1 2 2 3 2
Interaction / 3 3 2 2 3 3 3 3 2 2 3 2 4 4 3 4
relationships a b a b b c b b
Interest /
participation 1 1 0 2 1 1 1 2 1 0 1 1 2 1 2 2
Enjoyment 1 2 0 2 3 2 2 3 0 0 1 1 3 3 2 2
Total 14 16 8 15 15 14 15 15 10 4 11 12 19 15 17 18
Table 2: IS scores after each session of a reminiscence group
Increases in sub-dimensions of engagement were assessed by finding the mean score of 
sub-dimensions for each session, as shown in Table 3.
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Session number 1 2 3 4
Willingness to join group 12 11 12 12
Confusion / inappropriate contributions 9 7 8 9
Energy levels 7 4 5 6
Type of reminiscence 6 5 6 7
Interaction / relationships 12 12 11 11
Interest / participation 5 3 4 7
Enjoyment 7 7 5 8
Table 3: Total scores for engagement sub-scales 
over 4 sessions of a reminiscence group
Discussion
The first aim was therapeutic change in the group participants. The LSI ratings went up 
for 2 patients and down for 2 patients (one of which - patient C - was the unreliable 
rating). However, the mean LSI rating had not increased after the group. Similarly, the 
mean BDI score for the patients was almost identical, with no change in the clinical 
category (using norms from Beck and Steer, 1987) of either patient. Finally, there is no 
trend for engagement to increase for individual patients across sessions of the group, or for 
mean IS sub-dimension scores to increase across sessions. The group therefore did not 
appear to impact positively on the life satisfaction, depression or degree of engagement of 
the four participants.
A framework for explaining these results is provided by the model for clinical outcomes 
proposed by Berger (1996). His model describes measurable outcomes as arising from the 
interaction of the initial condition/problem (nature, severity, chronicity, etc.), the 
intervention provided (reminiscence therapy, in this case), characteristics of the individual 
(social and emotional history, personality, etc.) and the context (an elderly in-patient 
ward). Through a measurement process the measurable outcome is transformed into an 
observable measure.
Research on placement
113
One explanation for the results is that changes occurred, but the measurement process was 
insufficiently sensitive to measure the changes. This might be due to instrument sensitivity, 
which (especially for instruments without established psychometric properties such as the 
IS) is a possibility which should not be discounted. Alternatively, it might be that 
reminiscence therapy does not impact on any of the dimensions assessed, but impacts on 
other dimensions. For example, the reported sadness of group participants about the group 
ending may reflect that they valued the group as a current activity, and that their quality of 
life had risen as a result.
Another explanation of the results would be that there were no changes which occurred. 
This might be because the context and individual characteristics were powerful enough to 
inhibit any therapeutic gains from the group. For example, the institutional ward milieu 
may have acted as a hindrance to continuation of any life review processes outside the 
group. The staff shortages probably also impacted on therapeutic gains arising outside of 
sessions, by reducing the extent to which participants felt valued by being asked about the 
group. The characteristics of the intervention itself may have reduced its impact, for 
example if the group was not competently facilitated. Finally, the underlying condition of 
the clients may have impacted on the effectiveness of the group. This is particularly 
possible because the participants were selected by ward staff on the basis of the staff s 
perceptions of who would benefit from the group, which led to a heterogenous group. 
Given the small sample, it is not possible to make inferences about the therapeutic efficacy 
of reminiscence therapy from this study.
The design of the study could be changed in a number of ways which might increase the 
therapeutic gains. A more complete multiple baseline design would allow fuller evaluation 
of any clinical change, such as in current quality of life. A better characterisation of the 
ward milieu would aid understanding of how the environment in which participants live 
might be hindering therapeutic change. A more formal approach to selection of 
participants, requiring particular diagnostic and psychiatric characteristics (e.g. a group for
Research on placement
114
people with a diagnosis of dementia who have been in hospital for less than 1 year) would 
produce a more homogenous group, thus reducing the variance in outcome attributable to 
characteristics of the condition.
The second aim was to train staff in running reminiscence groups. This goal was not 
fulfilled, since only one group was attended by a nursing assistant. This was probably due 
to the same reasons which impacted on the third aim of increasing the visibility of Clinical 
Psychology on the Elm Unit. Although not formally measured, the profile of Clinical 
Psychology did not appear to change. The staff showed no interest in the progress of the 
group, and for the last 2 sessions had to be asked to find the participants in the group. 
Both these goals were hindered by the poor morale, high sickness rates and lack of 
leadership which was evident on the ward. The transfer of staff between wards also 
reduced the security of staff working on the ward, and their investment in the progress of 
individual patients. Two approaches might be employed to address these goals. Firstly, a 
Clinical Psychologist being present on Beech Ward more than once a week might help to 
develop a better working relationship between nursing and psychology staff, especially if 
the psychologist focuses on addressing the needs identified by nursing staff. This contrasts 
with what happened with the reminiscence group, which arose from a request by the ward 
manager, who was somewhat distant from nursing staff. Secondly, a consultancy role with 
managers to help them increase work-force morale might lead to a ward environment 
which was more facilitative of therapeutic interventions.
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Schedules used in research on placement
Beck Depression Inventory (BDI)
Life Satisfaction Index (LSI)
Involvement Scale (IS)
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a * S *.*T D a te :
fame: M arital Status:
Occupation:
. Age: . Sex:
Education:
m = m m m m m s = s r n
1 0 I do not feel sad.
I feel sad.
I am sad all the time and I can't snap out of it 
I am so sad or unhappy that I can ’t stand it.
I am not particularly discouraged about the 
future.
I feel discouraged about the future.
I feel I have nothing to look forward to.
I feel that the future is  hopeless and that 
th in gs cannot improve.
I do not feel like a failure.
I feel I have failed m ore than the 
average person.
As I look back on m y life, all I can see is 
a lot of failures.
I feel I am a complete failure as a person.
I get as much satisfaction  out of th ings as I 
used to. &
I don t enjoy things the w ay I used to.
I don t get real satisfaction  out of anything  
anymore. . J  b
I am dissatisfied or bored w ith everything.
v
I don’t feel particularly guiltv.
I feel guilty a good part of the tim e. J2
I feel quite guilty m ost of the tim e.
I feel guilty all of the time.
I don’t feel I am being punished, j 
I feel I may be punished. •
I expect to be punished.
I feel I am being punished. 13
I don’t feel disappointed in m yself. 
I am disappointed in m yself.
I am disgusted with m yself.
I hate m yself.
8
10
11
I don’t feel I am any w orse than  
anybody else.
I am critical of m yself for my w eaknessesor m istakes.
! I blame myself all the tim e for m y faults.
1 1 blame myself for everything bad
that happens.
I don t have any thoughts of k illin g  m yself.
. 1 have thoughts of k illin g  m yself, but I 
would not carry them  out.
I would like to kill m yself.
I would kill myself if I had the chance.
I don’t cry any more than usual.
I cry more now than I used  to.
I cry all the time now.
I used to be able to cry, but now  I can ’t cry ‘
even though I want to.
I am no more irritated now  than I ever am".
I get annoyed or irritated m ore easily  than  
I used to. .
I feel irritated all the tim e now.
I don’t get irritated at all by the th in gs that 
used to irritate me.
I have not lost interest in other people.
I am less interested in  other people than I used to be.
I have lost most of m y in terest in  
other people.
I have lost all of m y in terest in other people.
I
I  make decisions about as w ell as  I ever could.
I put off making decisions m ore than • * - •
I used to.
I have greater difficulty in  m akin g  
decisions than before.
I can t make decisions at all anym ore.
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I don’t feel I look any w orse than I used to.
I am worried that I am looking old or 
unattractive.
I feel that there are perm anent changes  
in m y appearance that m ake me look 
unattractive.
I beliovu that I look ugly.
I haven't lost much weight, if  any. lately. 
I have lost more than 5 pounds.
I have lost more than 10 pounds.
I have lost more than 15 pounds.
I am  purposely trying to lose w eight by 
ea tin g  less. Yes_______No________
I can work about as well as before.
It takes an extra effort to get started at 
doing som ething.
I have to push m yself very hard to do 
anything.
I can't do any work at all.
I can sleep as well as usual.
I don’t sleep as well as I used to.
I w ake up 1 -2 hours earlier than usual 
and find it hard to get back to sleep.
I w ake up several hours earlier than I 
used  to and cannot get back to sleep.
I don’t get more tired than usual.
I g et tired more easily  than I used to.
I g et tired from doing alm ost anything. 
I am  too tired to do anything.
My appetite is no worse than usual.
M y appetite is not as good as it used to be. 
M y appetite is much worse now. - 
I have no appetite at all anymore.
20
21
t> I am  no more worried about m y healththan usual.
1 I am  worried about physical problems 
su ch  as aches and pains; or upset 
stom ach; or constipation.
2 I am  very worried about physical 
problem s and it’s hard to think of 
m uch else.
3 I am  so worried about my physical 
problem s that I cannot think about 
anyth ing  else.
I have not noticed any recent change  
in  m y interest in sex.
I am  le ss  interested in sex  than I used  
to be. .
I am  m uch less interested in se x  now. 
I have lost interest in  sex  completely.
. Subtotal Page 2 
Subtotal Page 1
.Total Score
T P C  0 5 2 8  001 16 17 18 10 20 B C O E
IM
NAM: D D P - 'M-^r. woo
DrtiE: ...................................................................... DATE OF BIRTH:
PSYCHOLOGIST/ ASSESSOR: 
ESI S co r e :
Introduction :
■ i P i S ?
LIFE SATISFACTION INDEX 
L ife  S a t is fa c t io n  Index A
1 As I grow o lder , things seem b e tter  than ~ ^
I thought they would be
2 I have had more chances in l i f e  than
most o f  the people I know _ _
3 This i s  the d rea r ies t  time o f  my l i f e
4 I am ju s t  as happy as when I was younger _ _
5 My l i f e  could be happier than i t  i s  now
6 These are the best years o f  my l i f e
f Most of the things I do are boring and 
monotonous
8 I expect some in te r e s t in g  and pleasant  
things to happen to me in  the future
9 The things I do today are as in te r e s t in g
to me as they ever were _ _
10 I f e e l  old and somwhat t ired
11 I f e e l  my age but i t  does not bother me
12 As I look back on my l i f e ,  I am f a i r l y  
well s a t i s f i e d
13 I would net change .tv pas: l i f e  even i f  
I could
H Compared to o ther people my ace, I 've  
made a l e t  o f  f o o l i s h  d ec is io n s  in my 
l i f e
15 Compared to o ther people my age I
l ik e  to take an in t e r e s t  in my 
appearance
16 I have made plans for  things I ' l l  
be doing a month or a year from now
17 When I think back over my l i f e ,  I
d id n 't  g e t  most o f  the important . 
things I wanted
18 Compared to o ther people I get  down 
in  the dumps too o ften
19 I 'v e  got p retty  much j u s t  about what 
I expected out o f  l i f e
20 In s p i t e  o f  what people say the l i f e  
o f  the average man i s  g e t t in g  worse 
not b e tter
The Involvement Scale 
Recording sheet for individuals engaged in group activity
Name of group:
Session number:
Group work: Date:
Nne:
WlirgEstojdngap
ojYtiTfiqpqri^ oalriliticre
erog /b d s
t^ fecfranirisaaïE
irtaacticnidztkïEhp
irterest’pBitidpEtiQri
eqcym t
1. Willingness to join group: 0 too ill (I) or absent (A); 1 refused to join group; 2 needed 
persuading; 3 needed reminding; 4 Came along without prompting
2 . Confusion/ inappropriate contributions: 0 Did not contribute anything; 1 Almost all 
contributions confused/inappropriate; 2 Some contributions inappropriate; 3 All 
contributions appropriate
3. Energy level: 0 Doziness frequent; 0 persistent restlessness; 1 Intermittent doziness; 1 
Intermittent restlessness; 2 Appeared calm and relaxed 7
4. Type of reminiscence: 0 No reminiscence; 1 recall neutral events; 2 Recall positive 
events; 3 Recalled negative events; 4 recalled positive and negative events.
5. Interaction/relationships : 0 Rude/inconsiderate; 0 Monopolised the session; 0 disruptive;
1 Said nothing; 2 Spoke only to leaders when prompted; 3a made spontaneous comments to 
no-one on particular; 3 b spontaneous comments to staff; 3 c spontaneous comments to one 
other member; 4 Spontaneous comments to other members; 5 Helped others take part.
6 . Interest/participation (need not be verbal): 0 Little response/uncooperative; 1 Active 
participation when prompted; 2 active participation without prompting
7. Enjoyment: 0 Showed no enjoyment; 1 occasionally showed enjoyment; 2 enjoyed 
majority of sessions; 3 Thoroughly enjoyed session
Seating plan:
1 Reasons for any absences
2 Topics/ maerial used: usefulness (+, 0, - ).
3. Themes
4. Any factors affecting individual group members participation
l
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Abstract
The concepts of “need” and “quality of life” are central to the National Health Service 
and Community Care Act (1990), yet there is little consensus as to their meaning or 
how to measure them. In this paper the development of tools for assessment of need 
and evaluation of quality of life will be critically reviewed, and their limitations will 
be shown. It is argued that these limitations are both technical and epistemological. 
Technical limitations indicate the need for better measurement techniques, with 
demonstrated reliability and validity. Resolving the epistemological limitations will 
require a re-evaluation of what is being measured in mental health care, and why.
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Introduction
The National Health Service and Community Care Act (1990) implicitly specifies a 
model which is to be used for providing health care. It requires that assessment be on 
the basis of need, and involves the views of both staff and service users. Identified 
needs are prioritised, and an intervention is made to meet or ameliorate need. The 
(clinical) judgement of staff is used to evaluate the success of an intervention, which is 
measured in terms of impact on the person’s quality of life. Evaluation can lead to the 
intervention being continued, another being tried, or a reassessment of need. This 
model of care is summarised in Figure 1.
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Assessment or evaluation (the areas shaded in Figure 1) of mental health service 
interventions is complex, especially for people with a severe mental illness. This 
group comprises people with a diagnosis of an organic or functional psychosis, severe 
neurosis, or developmental or personality disorder (Powell & Slade, 1996), and they 
have been prioritised for mental health care (Department of Health, 1993). They are of 
particular interest because their problems are typically long-term and require on-going 
evaluation and re-assessment of need, so there is no clear distinction for this client 
group between the two shaded areas in Figure 1.
This review will consider how people with a severe mental illness have their needs 
and quality of life assessed. The inconsistent use of these terms will be illustrated, and 
different reasons for assessment will be shown to require different approaches. It will 
be argued that these concerns cannot be resolved by tighter definitions or better 
assessment tools, but are fundamental and epistemological in nature.
Rugged & Tansella (1995) suggest that mental health service outcome variables can 
be categorised as clinical, social or user-based. For the purpose of this review social 
and user-based outcomes will be collapsed into a single category called 
“psychological”. Clinical variables relate to the range, severity and course of signs and 
symptoms, such as low mood, hyper-vigilance and hallucinations, as well as physical 
health indicators. Psychological variables are concerned with personal experience, 
such as the person’s ability to operate in (“social function”) and get help from (“social 
support”) society, the burden of their illness and their quality of life. There appears to 
be only a weak association between psychopathology and psychological variables 
(Wohlfarth, Van Den Brink, Ormel, Koeter & Oldehinkel, 1993), so good practice 
involves considering both categories when assessing outcome. The focus of this paper 
will be on psychological variables, but many of the same arguments can be applied to 
clinical variables. For example, the reliance on patient-reported clinical symptoms has 
resulted in challenges to the reliability and validity of key concepts in psychiatry, such 
as the diagnostic category of schizophrenia (Boyle, 1990). The use of the constructs of 
need and quality of life is now reviewed.
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Needs assessment
When assessing need, choices are made about what areas of life constitute a need, the 
assessment schedule to be used, who should be assessed, who does the assessment, 
and what is its purpose and level. These decisions will influence the outcome of 
assessment.
What is a need?
The concept of need has been grounded in various theories. Maslow (1954) put 
forward a theory of motivation in terms of a hierarchy of needs: physiological; safety; 
belongingness and love; esteem; and self-actualization. Different types of need have 
been identified by Bradshaw (1972): felt (experienced), expressed (experienced and 
communicated), normative (judgement of professionals) and comparative (based on 
comparison with the position of other individuals or reference groups). This takes 
account of the different perceptions of need that can exist. Within health care the 
concept of need has been used to inform service provision. It is taken to mean the 
ability to benefit in some way from health care (Stevens & Gabbay, 1991), and thus 
distinguished from demand (what the person asks for) and supply (services given). For 
example, the MRC Needs for Care Assessment Schedule is premised on the 
assumption that need is “a normative concept which is to be defined by experts” 
(Bebbington, 1992, p. 107).
Some assessments of need focus on strengths, with a need indicating an area of 
potential development, while others focus on deficits, in which needs are for 
treatment. Holloway (1994) calls these the “implicit” and “psychiatric” models of 
mental disorder, and highlights key issues such as the legitimacy of professional 
knowledge, the proper location of the user’s perspective, and the primacy of the 
person’s stated wishes. He suggests that the different ideological models create 
difficulties in communication between psychiatrists and community staff. A disparity 
exists in practice, as shown by a Joseph Rowntree Foundation study of how social 
services practitioners assess need, which found instinct-guided assessments and moral 
judgements were common (Ellis, 1993).
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B re win (1992) categorises definitions of need within mental health care into three 
types: a lack of health, a lack of access to services or institutions, and a lack of action 
by lay or professional mental health workers. Existing needs assessment tools used in 
mental health services will be reviewed using these three categories.
1. Needs for improved health
The Community Care Act states that needs are “the requirements of individuals to 
enable them to achieve, maintain or restore an acceptable level of social independence 
or quality of life” (Department of Health Social Services Inspectorate, 1991, p. 10). 
This definition equates need with social disablement, which occurs when a person 
experiences lowered psychological, social and physical functioning in comparison 
with the norms of society (Wing, 1986). Indeed, involvement with psychiatric services 
generally occurs only when psychiatric illness is compounded by problems in social 
functioning (Wykes & Hurry, 1991). Three categories of social functioning measures 
have been identified: social attainment measures, social role performance measures 
and instrumental behaviour measures (Wykes & Hurry, 1991).
Social attainments are achievements in the major life roles, such as marriage and 
employment. They have the advantage of being easily measurable with relatively high 
reliability, and so are particularly suited to large-scale, nomothetic studies, and 
epidemiological research. For example, at a population level significantly higher 
admission rates are associated with being unmarried, living alone, social deprivation, 
and drug misuse (Jarman, 1992), and there is a large negative correlation between 
recovery from schizophrenia and unemployment (Warner, 1985). However, it is 
difficult to establish whether variables being measured are in a causal or correlative 
relationship. Further shortcomings of this approach are reviewed by Wykes & Hurry 
(1991).
Social role performance measures relate to how well a person is coping in their major 
roles of work, relationships, home and self-care. They give a more in-depth 
assessment of a person’s performance than social attainment measures, and cover a
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wide range of sub-divided areas, such as instrumental and affective tasks (Weissman, 
1975). It can be difficult to take account of the person’s social and cultural 
background, although this has been attempted by using consensual professional 
judgement, e.g. the SSIAM (Gurland, Yorkstone, Stone & Frank, 1972), or by using 
normative scales (e.g. Cochrane & Stopes-Roe, 1977). Definitions of what constitutes 
pathological lack of function are culture-specific, although some scales have attempted 
to produce culture-free thresholds - 87% of a general population sample had no major 
difficulties in role areas assessed using the MRC Social Role Performance Schedule, 
which the authors suggest is evidence that difficulties being measured transcend 
cultural boundaries (Hurry & Sturt, 1981). The Camberwell Assessment of Need 
(CAN) addresses this issue by separate staff and service user assessments (Phelan, 
Slade, Thomicroft, Dunn, Holloway, Wykes, Strathdee, Loftus, McCrone & Hayward, 
1995).
Instrumental measures record social behaviour, and are more suited to a detailed 
assessment of individual psychiatric patients, some of whom may not fulfil many life 
roles. A detailed description of behaviour allows consideration of cultural factors 
when analysing the data. The Clifton Assessment Procedures for the Elderly (CAPE) 
scale entails cognitive assessment and a behaviour rating scale, which is combined to 
give a measure of dependency (Pattie & Gilleard, 1976). The Social Behaviour Scale 
(SBS) assesses 21 types of behaviour, each of which are deemed to be prerequisites 
for independent social functioning (Wykes & Sturt, 1986). REHAB assesses both 
general and deviant behaviour (Baker & Hall, 1988). Both SBS and REHAB are 
derived from the Ward Behavior Rating Scale (Wing, 1961). Instrumental measures 
do not take account of the context in which behaviour takes place - the person with 
hygiene problems who does not have access to pleasant washing facilities. They are 
often designed for use with very disabled people, and so rely on staff reports which 
may not take account of the person’s perceptions of their needs.
Social functioning measures have been used for some time to identify and quantify 
levels of need in a psychiatric population (Mann & Cree, 1976). For instance, the SBS
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has been used to assess care needs in a study of long-term psychiatric patients under 
the Camberwell community services (Wykes, Sturt & Creer, 1985). However, there is 
as yet no consensus on what social functioning scales should measure, so that they 
tend to be an enumeration of symptoms. For example, categories in the SBS include 
“panic attacks and phobias” and “overactivity and restlessness” (Wykes & Sturt,
1986). Whilst undoubtedly all important areas to consider, they can lead to a client’s 
psychiatric symptomatology being assessed, rather than their needs.
2. Needs for services
The second category of needs assessment schedules suggested by Bre win incorporates 
those measuring access to psychiatric services. Underlying these measures is the 
assumption that an unmet need indicates a lack of access to some form of psychiatric 
service. This category is used for informing the development of mental health 
services. It is less appropriate at an individual level, since it assesses needs through the 
filter of existing psychiatric services.
The Mini Finland Health Survey equated unmet need with an inadequate level of 
service response for the severity of problem (Lehtinen, Joukamaa, Jyrkinen, Lahtela, 
Raitasala, Maatela & Aromaa, 1990). Need of care was assessed using self-reports, 
benefit information, the 36-item General Health Questionnaire (GHQ) (Fleiss, 1981) 
and the short version of the Present State Examination (Goldberg, 1972). 60% of 
people in need were not receiving any treatment, and self-perceived need was reported 
by 7.3% whereas clinically assessed need was found in 17.4% of subjects. No attempt 
was made to discriminate types of need.
The National Institute of Mental Health Epidemiologic Catchment Area program 
collected data on psychiatric disorder prevalence (Regier, Myers, Kramer, Robins, 
Blazer, Hough, Eaton & Locke, 1984), using the Diagnostic Interview Schedule (DIS) 
(Robins, Helzer, Croughan & Ratcliff, 1981) and the GHQ (Goldberg, 1972), 
supplemented by questionnaires covering socio-economic factors, physical health, 
psychotropic medication, life events and social support networks. A lower estimate of
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need in the (US) population was made at 7.1%, with an upper bound of 34.5%. 
Although only considering emotional problems, no account was taken of cultural 
factors in seeking help from medical professionals.
The Community Placement Questionnaire (CPQ) is designed to inform placing of 
long-term residents of psychiatric hospitals which are scheduled for closure (Clifford, 
Charman, Webb, Craig & Cowan, 1991). Three types of data are recorded: basic 
epidemiological data, factors affecting placement (social skills, problem behaviours, 
social contact) and community placement possibilities (daytime activities, 
accommodation). The CPQ is a planning tool, and the sacrifice of precision for utility 
is acknowledged. However, the design accords with Hall’s principles for ward rating 
scales: reliability; validity; rational scale selection; specification of the observation 
period; and the provision of norms for defined patient groups (Hall, 1980).
Various difficulties arise in using any assessment of need for services to infer an 
individual user’s needs. Most of the existing scales are designed for use with long­
term patients, prior to resettlement. This limits their utility for the psychiatric 
population, and they tend to rely on staff reports. The data being collected is typically 
not sensitive to change, as would be desirable in assessing the needs of an individual. 
Scales also tend to consider institutional services rather than individual needs, oriented 
as they are to large-scale planning rather than individual assessment. Finally, 
assessments are used for informing the provision of broad service categories, and 
therefore may not assess individual needs in a discriminative manner.
3. Needs for action
The final category of needs assessment schedules measure the need for action by 
professional or lay mental health workers. The MRC Needs for Care Assessment 
(NCA) defines need as present when the person’s functioning falls below a specified 
level due to a potentially remediable cause (B re win, Wing, Mangen, Brugha & 
MacCarthy, 1987). This reduces the extent to which assessment is needs-led, since 
intervention effectiveness rather than need is being assessed. More recent formulations
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of the schedule have introduced a new category of “no meetable need” (Mangen and 
Brewin, 1991). Modified versions of the NCA have been used with diabetics (Brewin, 
Bradley & Home, 1991) and relatives (MacCarthy, LeSage, Brewin, Brugha, Mangen 
& Wing, 1989), and in cross-cultural studies (LeSage, Mignolli & Faccincani, 1991) 
and community surveys (Brewin, Bebbington & Wing, 1991).
There are difficulties in assessing when there is an available intervention which would 
be at least partly effective - deciding that a treatment has not worked is seldom easy. 
There is also a cultural bias in stating what constitutes a problematic level of 
functioning requiring intervention. However, as Bebbington notes, “the inevitable 
value judgements inherent in the procedure have the virtue of being public and 
consequently accessible to argument” (Bebbington, 1992, p. 106).
The meaning of the term “need” has changed over time, due to social mores, new 
legislative contexts, and the lack of a theoretical base for the construct. This has been 
mirrored in changes in what mental health services provide. For example, treatment to 
cure homosexuality would no longer be thought of as an appropriate service to 
provide. Although many clients complain of lacking a partner, a dating agency is seen 
as outside the remit of formal services. It is therefore inappropriate for a need to be 
determined by currently available interventions, rather than “the actual wishes and 
needs of people who use the service” (Sayce, 1990), as advocated by MIND (The 
National Association for Mental Health). There should be a clear differentiation 
between identifying need and intervening to meet need. When this distinction is not 
made, users’ needs that do not mesh with available services are neither recognised nor 
addressed.
However, simply asking “What needs do you have?” is unlikely to elicit a 
comprehensive response. Current good practice in assessing need is therefore to use 
some form of semi-structured interview. This can take the form of a range of topic 
areas to be discussed in an unstructured manner, as with many Social Services 
assessments, or a set of specific topic-related criteria which are used to define the
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presence or absence of a need, as with the Camberwell Assessment of Need (Phelan et 
al., 1995). The choice of areas to be brought up during the interview is informed by 
current understanding of the meaning of need. There is therefore implicitly, and 
perhaps unavoidably, a filtering of what needs will be assessed. This filtering is likely 
to influence what needs are assessed, even when the interviewee is asked to identify 
needs in areas not covered. If what is seen as a need changes over time, then so should 
the assessment schedule. This means that there cannot be a reliable needs assessment 
schedule.
Who should be assessed?
The people questioned during the assessment phase will influence the results. 
Traditional practice has involved assessments by staff, but increasing prominence is 
now being given to the views of the service user. It is interesting to note that at least 
one study has found that staff assessments of need are less reliable than that of users 
(MacCarthy, Benson & Brewin, 1986). It is therefore important for both ethical and 
scientific reasons to overcome the power differential between staff and users, so as to 
facilitate active user involvement. The involvement of informal carers is also 
encouraged, although not yet required. In the future it may be that other people 
contribute to the assessment, such as a community member to comment on the risk of 
violence by the person to others in society. The choice of whose views to assess will 
influence the outcome (Slade, 1994). It is therefore not possible to have an assessment 
of need, since each person assessed will have their own perceptions.
Who should assess need?
The person undertaking an assessment will have their own agenda. Practitioners are 
influenced by their training, and will be more skilled at (and, given their choice of 
profession, often more interested in) some areas of need than others. An unpublished 
study by the author examined how mental health professionals in Australia, England 
and India prioritise needs. It found that professional sub-groups demonstrated a 
tendency to rate according to emphasis in training, so that 5 times as many 
occupational therapists rated benefits as a priority area for help as any other
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profession, social workers gave the highest priority of any profession to daytime 
activities, and clinical psychologists rated accommodation needs relatively low. The 
implication is that the results of an assessment of need will differ according to who is 
doing the assessment.
Why is the assessment being carried out?
Assessment can be at the individual or population level. At the individual level the 
purpose of assessing need can vary. The goal for the (potential) service user may be to 
communicate clearly their perceptions of their difficulties. The mental health 
professional is concerned with assessing whether the person’s unmet needs are 
sufficiently serious to merit interventions by services. For informal carers, assessment 
is an opportunity both to act as advocates for the mentally ill person and to access 
support and respite services for themselves. A further goal of assessment is to address 
the social and political concern with safety both to the public and to the mentally ill 
person.
Population level assessment can be at the sector or district level, to assess whether the 
pattern of services being provided locally is the best use of available resources. It can 
also be at a national level, to determine whether adequate resources are being provided 
to meet the needs of mentally ill people. Population assessments ideally involve 
aggregating information from individual assessments, but the disparity in current 
needs assessment methodologies precludes this approach. Proxy measures (e.g. bed 
usage, day care facility) are therefore used to infer the level of need in the population. 
For example, El-Guebaly, Kingstone, Rae-Grant & Fyfe (1993) equate meeting needs 
with reducing the shortage of psychiatrists. The proxy measure used for resource 
allocation in the UK is based on the research finding that prevalence of (especially) 
depression and schizophrenia is associated with social deprivation (Jarman, Hirsch, 
White & Driscoll, 1992).
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In summary, assessment of need is not and cannot be an objective activity. It is 
influenced by current beliefs about what constitutes a need, the assessment schedule 
used, the choice of interviewer and interviewee, and the purpose of the assessment.
Quality of life
There is no consensus about the meaning of quality of life (Bowling, 1990). The 
concept normally refers in some way to the sense of well-being and satisfaction 
experienced by a person in their life (Barry, Crosby & Bogg, 1993), but there is little 
empirical research into what makes life meaningful. A number of disciplines have 
been instrumental in the development of the concept, including philosophy, politics, 
economics, and social and behavioural sciences (Wilde & Svanberg, 1990). We will 
consider the influence of health care on its development.
Assessing outcome in health care was initially seen as synonymous with the use of 
mortality and morbidity data. For example, a review of studies of cardiac patients 
found that the most frequently used outcomes measures were length of survival, post­
operative complications, physical condition, patency of grafts, symptoms and return to 
work (Wilson Barnett, 1981). Health care outcome measures became more 
sophisticated following four developments in the 1970s and 1980s:
1. The World Health Organisation introduced the distinction between impairment, 
disability and handicap (WHO, 1980). This highlighted that handicap is socially 
mediated, since the environment in which the individual lives will influence the 
impact of their underlying impairment. Wheelchair access and stigma are examples 
of social factors which mediate the effect of a disability.
2. The recognition that health is more than an absence of impairment, leading to a 
shift away from disease-based foci of outcome measures (Seedhouse, 1986). It is 
interesting to note that the 1946 WHO constitution stated “Health is a state of 
complete physical, mental and social wellbeing and not merely the absence of
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disease and infirmity” (WHO, 1958). The recognition was therefore not new, but in 
the past there had been a far greater emphasis on pathology.
3. The emphasis on social health, as distinct from physical or mental health (Donald, 
Ware & Brook, 1978). This includes the social network, community access and 
participation, structure of family and performance in major social roles (Lemer, 
1973).
4. The research findings of discrepancies between staff and patient assessments both 
of choice of treatment (McNeil, 1981) and outcome after treatment (Thomas and 
Lyttle, 1980; Jachuck, Brierly, Jachuck & Willcox, 1982). One study looked 
specifically at agreement on quality of life as assessed by cancer patients and their 
health professionals (Slevin, Plant, Lynch, Drinkwater & Gregory, 1988), using the 
Kamofsky Performance Scale to assess physical performance and dependency 
(Kamofsky, Abelmann & Graver, 1948), the Hospital Anxiety and Depression 
Scale (Zigmond and Snaith, 1984), and the Spitzer Quality of Life Index (Spitzer, 
Dobson, Hall, Chesterman, Levi, Shepherd, Battista & Catchlove, 1981). 
Considerable differences were found between staff and patient ratings of quality of 
life, from which the authors concluded that the doctors were not adequately 
measuring their patient’s quality of life.
These four developments gave rise to the more sophisticated measure of “health gain”, 
which takes account of improvements in quality of life. Large surveys were 
undertaken in America to examine quality of life, thus providing normative data 
(Andrews & Withey, 1976; Campbell, Converse & Rodgers, 1976). However, recent 
reviews have found that quality of life is explicitly measured in only 2-7% of clinical 
trials (Bardelli & Saracci, 1978; McPeek & McPeek, 1984; O’Young & McPeek,
1987), suggesting that routine clinical practice either involves no attempt to monitor 
outcome or relies on simple mortality and morbidity statistics.
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Quality of life measures are now being used as outcome measures within psychiatric 
services. It is particularly appropriate for people with long-term mental health 
problems, since its holistic (rather than pathological) focus is more relevant to a group 
who may never achieve high levels of functioning (Baker & Intagliata, 1982).
The measures which have been developed can be categorised according to their 
reliance on observable data versus self-reported (subjective) assessments. Early scales 
solely measured observable aspects of a person’s life, with an institutional or 
behavioural focus without regard for the environment. Examples of such scales are the 
Ward Behavior Rating Scale, REHAB and SBS which have already been discussed. 
More recent assessment schedules are oriented towards community living, such as the 
Life Experiences Checklist (Ager, 1990). This is a 50-item questionnaire which 
assesses a person’s actual life experiences in the domains of home, leisure, 
relationships, freedom and opportunities. The normative data (from urban, suburban 
and rural populations) allows the extent of handicap to be assessed.
By contrast, some scales only assess the person’s reported satisfaction with their life, 
particularly emphasising their perception of the quality of their care. The Verona 
Service Satisfaction Scale (Ruggeri & Dall’Agnola, 1992; Ruggeri, Dall’Agnola, 
Agostini & Bisoffi, 1994) assesses 7 domains of satisfaction with care received: global 
opinion, skill and behaviour, information, access, efficacy, interventions and support 
of relatives. The utility of such data is under debate (Kelstrup, Lund, Lauritsen & 
Bech, 1993; McGovern & Hemmings, 1994; Solomon & Draine, 1994; Everett & 
Boydell, 1994), partly because of the implications for both the goals of a mental health 
service and the relationship between professional and service user, and partly because 
satisfaction surveys produce such differing results. For example, a recent MIND 
survey found dissatisfaction with psychiatric care (Kingman, 1994), whereas a survey 
conducted by mental health professionals found higher levels of satisfaction (Crowe, 
Strathdee, Sair & Caan, 1994). Williams and Wilkinson (1995) have considered the 
effects of the health service goal of being “closer to the patient”, and argued that
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personality characteristics {e.g. expectations of the doctor, taking a passive role) are 
key determinants of satisfaction, rather than quality of care.
Some assessment schedules try to consider both observable and subjective aspects of 
quality of life, such as the Lancashire Quality of Life Profile (Oliver, 1991). This 
schedule assesses 11 areas of life, including work, leisure, religion, finances, living 
situation and family relations. Each life area is assessed using both observable 
measures, such as weekly income or number of religious services attended, and 
subjective satisfaction by questions such as “How satisfied are you with your religious 
faith and its teachings?” and “How well-off are you financially?”.
The use of normative data is contentious. Some have argued that quality of life is a 
subjective concept, so the focus should be on the values and perceptions of the person 
being assessed, rather than social norms (Lehman, 1983). Others, notably from a 
normalisation perspective, have contended that normative data provide a useful 
measure of activities which are culturally valued, and so should be central to an 
assessment of quality of life (Wolfensberger, 1972).
There is debate about the utility of different types of data. Observable data tend to be 
more reliable, since they can be verified by external sources (welfare agencies, carer, 
e/c.), but have been criticised as being less meaningful and sensitive than subjective 
data. For example, one study found that including subjective data in a model of global 
well-being which used observable data and personal characteristics doubled its 
explanatory power (Lehman, 1983).
Observable quality of life measures have been criticised for imposing societal norms - 
some people have few close friends through choice. Quality of life assessment using 
self-reported data does not impose an external value system to the same extent, 
although it has been suggested that any list of life areas may omit some which are 
important to the interviewee, so an even more exploratory form of data collection is 
necessary (McGee, O’Boyle, Hickey, O’Malley & Joyce, 1991). This might involve
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rating the importance of each area to the individual as well as their satisfaction, which 
can then be combined to give a more individualised measure of quality of life. 
Subjective data are, however, vulnerable to distortion due to acquiescence, social 
desirability, reactivity, expectations, prior experiences and perceptions of current 
conditions (Lehman, 1982; Wilde & Svanberg, 1990). For example, Schwarz & 
Strack’s (1990) judgement model highlights the importance of social comparison 
standards in the evaluation of subjective well-being. In a thoughtful discussion of 
these issues, Barry and colleagues (1993) conclude that there is a need to combine 
these approaches.
Interpretation of quality of life data is problematic. Two examples arise from a study 
assessing quality of life for psychiatric patients being resettled (Barry et al., 1993). 
First, objectively low levels of quality of life and high levels of reported satisfaction 
were found. Observable and subjective indicators of quality of life did not 
significantly correlate for each life domain assessed (living situation, social and family 
relations, leisure, work, and health). It therefore matters what type of data are 
collected. Secondly, the hospital residents who were more dependent reported higher 
levels of general life satisfaction than those who were more able and independent. 
Furthermore, life satisfaction correlated positively with a desire to remain in hospital, 
and was negatively correlated with positive expectations regarding discharge from 
hospital. The authors suggest that higher reported levels of satisfaction reflects 
resident’s adaptation and resignation to a dependent lifestyle, due to the effects of 
institutionalisation. The effect of life experience on reported quality of life is therefore 
mediated by other variables.
Notwithstanding these concerns, the development and use of quality of life measures 
continues. The World Health Organisation is developing a cross-cultural quality of life 
measure - the WHOQOL (Caria & Quemada, 1994). Improved quality of life is the 
main outcome criterion of the National Health Service and Community Care Act 
(1990), and is used both to assess the clinical effectiveness of interventions and to 
evaluate the impact of particular service patterns.
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Using the data on needs and quality of life
The discussion so far has concerned conceptual issues which arise when assessing 
need or quality of life. However, apart from a brief discussion of the goal and level of 
a needs assessment, little consideration until now has been given to what the data 
collected will be used for. Needs and quality of life are used as outcome measures to 
assess the impact of previous interventions, and to guide the choice of what help is to 
be given in the future.
Using outcome measures to evaluate previous interventions
The effectiveness of a previous intervention is inferred by comparing current and 
baseline measures, and attributing improvement or lack of deterioration to service 
provision. However, this process entails a number of choices, including when and who 
to assess, what outcome criteria to use, and how to interpret the results.
When an evaluation is made can influence the results. For interventions which have a 
clear end-point, such as discharge after a brief hospitalisation or the completion of a 
family education programme, evaluation normally takes place after the intervention. 
Many other forms of help, however, such as the availability of a crisis team or the use 
of depot medication, are on-going. For these interventions there is no obvious point in 
time when evaluation should be undertaken. There is normally an arbitrary choice 
made about when to evaluate progress, such as in a 6-monthly review. However, 
chronic conditions such as long-term mental illness are characterised by fluctuations, 
so that the person may not consistently get better (or remain stable, or deteriorate) 
over time, no matter what interventions are given. The results of evaluation will 
therefore change over time, regardless of the effectiveness of interventions.
The outcome criteria need not relate solely to the mentally ill person. For example, 
evaluation may measure the extent to which informal carers are being supported in 
their caring role. Evaluation might also measure burden amongst formal carers, since 
high burden results in low morale and burn-out in individual staff. The effectiveness 
of the intervention will vary depending on who is being evaluated.
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Evaluation does not take place within a social and political vacuum, but is influenced 
by political and funding priorities. For example, introduction of the HoNOS scales (to 
measure the extent to which Health of the Nation targets are being met) may change 
clinical practice in evaluation, and the shift towards community care renders some 
previous assessments obsolete. There will undoubtedly continue to be changes in how 
care is evaluated, such as the growing importance of considering carer burden. 
Outcome measures changes over time.
Interpreting the results of evaluation can be difficult. If there is no change, then it can 
be because the intervention is maintaining the person at their current level, or has not 
yet had a positive impact, or is ineffective. Similarly if the outcome criteria have 
changed adversely, the intervention may be slowing the person’s deterioration, or 
there may be a non-linear relationship between the different outcome criteria, such as 
reported quality of life and independence (Barry et al., 1993). Sensitivity to change 
probably differs between outcome criteria, so that there may be a time lag between a 
new life experience and the resulting increase in satisfaction with care. The association 
between psychological variables is complex, and mediated by other variables such as 
personality, expectations, help-seeking behaviour, cultural factors and the type and 
amount of care received. Future research will be needed to more clearly identify the 
mediating factors for outcome measures. As an example, good social support is 
associated with illness recovery and improved social functioning (Ruggeri & Tansella, 
1995), but there is a lack of conceptual clarity about the social support construct 
(Winemiller, Mitchell, Sutliff & Cline, 1993). It is therefore unclear if social support 
is a separate, independent outcome criterion, or a mediating factor which influences 
life experiences.
Using outcome measures to inform future interventions
Outcome measures can also be used to inform decisions about future interventions. 
For example, if day centre attendance has had a beneficial impact on the person’s 
reported satisfaction with life, increased their life experiences, and reduced their level 
of need, then it is probably an appropriate intervention to continue. However, more
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often there is a mixed picture, and in these cases knowledge about which outcome 
measures are most strongly associated with a good prognosis can inform future 
interventions.
Knowledge about predictors of outcome requires knowledge about the natural course 
of the mental illness (Ruggeri & Tansella, 1995), and the same factors confound the 
necessary epidemiological research, since untreated conditions are rarely encountered. 
Diagnosis is known to be a poor predictor of service utilisation (McCrone & 
Strathdee, 1994). Schizophrenia is the most researched major mental disorder, with 
various factors implicated in outcome, including symptom severity, stressful events, 
living and working conditions and social support (McGlashan, 1991; Jablensky, 
Sartorius, Emberg, Anker, Cooper & Day, 1992). The inter-relationship of these 
factors is important but unclear. If we knew, for example, that a good social network 
caused (rather than was associated with) lower relapse rates, then the need for an 
increased social network could be prioritised over some other needs. Given the lack of 
clarity about which factors give a better outcome, the decision about which needs of a 
person should be prioritised and by what interventions cannot be fully informed.
This is not simply an academic debate, since these choices are made in day-to-day 
clinical work. It is common that there is no single set of interventions which 
maximises all outcome criteria, so some interventions are given at thé expense of 
others. For example, patients who refuse neuroleptic medication {i.e. are unsatisfied 
with the quality of their care) because of the associated side effects {i.e. its deleterious 
effect on their satisfaction with life) can, under certain circumstances, be compelled to 
accept it. The rationale for this will typically be that that their disability or the burden 
on their care-giver will be reduced. Implicit in this rationale is the assumption that 
minimising disability and care-giver burden is, in some circumstances, more important 
than life experiences {e.g. compulsory hospitalisation) and satisfaction. Mental health 
professionals are aware of these issues, and consider all outcome criteria as important. 
However, the choice of one intervention will preclude others, so should be as 
informed as possible. There is a need for more epidemiological information about the
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inter-relationship of various outcome criteria, and which are the most helpful 
prognostic indicators.
Although best practice is not clear, good practice has evolved and should be 
disseminated. For example, a reliable and valid needs assessment instrument has been 
developed which meets the needs of the NHS and Community Care Act (Phelan et al.,
1995). The Camberwell Assessment of Need (CAN) involves assessing the 
perceptions of both mental health service staff and users separately, so as to encourage 
an active, collaborative process of negotiation in identifying and prioritising needs 
(Slade & Thomicroft, 1995). The establishment of a standard approach to needs 
assessment would allow data to be aggregated nationally, so that the level and 
targeting of resources can be more rationally debated.
In the longer term a more sophisticated understanding of outcome is needed, which 
incorporates what is important from both subjective and observed data. The choice of 
what to assess and how to use information collected is both a technical and 
epistemological decision. It is technical in that assessment tools differ in their 
reliability, validity and utility. It is epistemological in that the choice of what data are 
important is made on the basis of assumptions about the world and the nature of 
knowledge. If phenomenological experience is seen as unimportant (as in a coarse 
positivist model), then subjective measures have little importance. If, on the other 
hand, a constructivist or social constructionist model of the world underpins the 
provision of a mental health service, then subjective measures must be central to 
evaluation.
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Small scale research
A pilot study of intrapsychic factors associated 
with disagreement between needs assessments by 
staff and severely mentally ill patients
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Abstract
The accurate assessment of need is essential for good quality community care. 
However, staff and severely mentally ill patients do not agree on what needs exist. 
This paper outlines some issues in the use of the concept of ‘need’. The findings are 
presented from a small (n=3) pilot investigation of whether it is possible to assess 
personality, attributional style and the expectations of severely mentally ill patients. 
Approaches to comparing these characteristics with staff and patient assessments of 
need are discussed.
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Introduction
The National Health Service and Community Care Act (1990) gives the legislative 
framework for the provision of mental health care in England and Wales. All mental 
health care is to be given on the basis of need, which means that the assessment of 
need is central to the successful operation of community care. The goal of assessing 
needs is the identification of problems jointly by staff and patient (and, if relevant, 
other care-givers), with each identified problem being precisely defined and 
potentially ameliorable. This assessment forms the foundation for the subsequent 
therapeutic cycle of intervention, evaluation of outcome and re-assessment of need.
Needs assessment is especially complex for people with a severe mental illness, since 
their problems are typically long-term and require on-going evaluation and re­
assessment of need. However, since they are also the group who are most in need of 
mental health care, it is particularly important to develop methods of needs assessment 
for this group. This group comprises people with a diagnosis of an organic or 
functional psychosis, severe neurosis, or developmental or personality disorder 
(Powell & Slade, 1996), and they have been prioritised for mental health care 
(Department of Health, 1993). For the purposes of this study, the term “severely 
mentally ill” will be used to mean those people with a diagnosis of a functional 
psychosis.
In practice, a number of difficulties arise when assessing the needs of the severely 
mentally ill, both in the concept of ‘need’ and in the process of needs assessment. 
Many of these difficulties are outlined more fully in Slade (1995). In brief, there is no 
consensus about the meaning of a need, although in health care it is often used to 
mean the ability to benefit in some way from health care (Stevens & Gabbay, 1991). 
This lack of consensus is reflected in the wide range of approaches to needs 
assessment. The process of assessment is subject to a number of biases, including 
characteristics of the measurement instrument used (Brewin, 1992), the agenda and 
background of the rater (Slade, 1996), the choice of interviewee (MacCarthy, Benson 
& Brewin, 1986), and the purpose of assessment (Ellis, 1993). Of particular relevance
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to this paper is the bias arising from the choice of interviewee, i.e. the decision about 
whose views to assess.
Traditional practice in assessing the needs of the severely mentally ill has involved 
asking staff to rate the needs of their patient. The member of staff may or may not 
directly ask the patient what they need help with, but either way it will be the member 
of staff who decides what needs are identified in the needs assessment process. 
However, there is now a pressure from a range of sources to include the views of the 
patient more explicitly when assessing need.
Research evidence suggests that it is unlikely that the staff member will have a 
complete view of a patient’s life, thus reducing the reliability of staff ratings 
(MacCarthy et al., 1986). Even were this not so, the staff view on need may not 
identify the set of problems for which a person would benefit from health care. Mental 
health care is not yet able to predict the impact for an individual of a particular 
intervention, so clinical judgement will be involved in deciding which areas to identify 
as needs. Furthermore, staff responses are biased by a range of variables, such as 
personal values and professional training (Slade, 1994). For example, a cross-cultural 
study of how staff prioritise needs found consistent differences between mental health 
professions (Slade, 1996). Overall, staff ratings may not be a reliable indicator of 
needs for which the person would benefit from mental health care.
Government guidance for implementing the National Health Service & Community 
Care Act states that "all users...should be encouraged to participate to the limit of their 
capacity. ...Where it is impossible to reconcile different perceptions, these differences 
should be acknowledged and recorded" (Department of Health Social Services 
Inspectorate, 1991, p.51 & 53). Therefore, legislation requires the active involvement 
of patients in assessing their needs.
There is a moral argument for patient involvement in needs assessment. User groups 
argue that if patients are to be empowered by mental health services, then care must be
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provided on the basis of "the actual wishes and needs of people who use the service" 
(Sayce, 1990). An assessment of need made by staff without the patient’s involvement 
runs the risk of being a service-based assessment of their suitability for current 
services, rather than identifying needs which may require the development of new 
services (Carter, Crosby, Geerthuis & Startup, 1995).
The legal framework, research findings and ethical arguments all indicate the 
importance of patients being directly asked to identify their needs. Practical benefits 
may arise from more active patient involvement in assessing needs. An assessment 
which gives equal weight to the perceptions of the patient and the member of staff 
(ideally allowing direct comparison of views) provides an appropriate vehicle for 
discussion of differences. When sensitively employed, this can facilitate patient 
participation in prioritisation of need, an area that has previously been the domain of 
professionals. A second benefit of user involvement is that the assessment process 
becomes a more exploratory and useful process, which may yield new insights and 
perspectives on the situation for both staff and patients. This contrasts with the paper 
exercise which can sometimes takes place at present, in which the professional records 
their preconceptions (which may or may not still be accurate) about the person's 
deficits and capabilities. Finally, there is evidence of an association between attitude 
to treatment and both insight and adherence to treatment (Kemp & David, 1996), 
suggesting that if a positive attitude to treatment can be fostered through involvement 
in assessing need then there may be increased insight and compliance with treatment.
If the principle of joint staff and patient involvement in needs assessment is accepted, 
then it follows that there will be times when staff and patient perceptions of need are 
different. This result is consistently found in the few studies which have attempted to 
compare assessments of need by staff and patients (Carter, Crosby, Geerthuis & 
Startup, 1996; Slade, Phelan, Thomicroft & Parkman, 1996; Slade, Phelan & 
Thomicroft, submitted). Responses to this situation might include ignoring the staff 
assessment (because the staff rating is less reliable), ignoring the patient assessment 
(since they lack insight), or trying to negotiate a shared view, which may or may not
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be possible. Decisions about which response to make should be informed by a model 
of needs assessment, which explains why differences occur. Such a model does not 
exist.
In working towards a model of needs assessment, one possible reason for differences 
between staff and patient views is psychological characteristics of the patient which 
impact on how they assess their needs. This study is a pilot for a larger study to test 
this hypothesis. For the larger study, staff and patient assessments of need will be 
compared, to determine discrepancies between their ratings. This discrepancy will 
then be compared with psychological assessments of the patient to see if any patient 
characteristics are associated with the discrepancy. The long-term goal is to develop a 
model which can identify why disagreements arise, and how discrepancies in staff- 
patient assessments of need should inform clinical practice. This approach has not 
been used before, so the intention of the pilot stage was to explore which measures 
and methods of data collection might be most appropriate to use in the larger study.
The first methodological issue is how to get a measure of discrepancy between staff 
and patient assessments of need. Several needs assessment tools have been developed 
in the past decade, including the MRC Needs for Care Assessment Schedule (Brewin, 
Wing, Mangen, Brugha & MacCarthy, 1987), the Bangor Assessment of Need Profile 
(Carter et al., 1996), the Cardinal Needs Schedule (Marshall, 1994), and the 
Camberwell Assessment of Need (Phelan, Slade, Thomicroft, Dunn, Holloway, 
Wykes, Strathdee, Loftus, McCrone & Hayward, 1995).
For this study, a schedule is required which allows explicit comparison between the 
views of staff and patients. The MRC Needs for Care Assessment Schedule 
encourages the patient’s views to be taken into account, but assumes that need is “a 
normative concept which is to be defined by experts” (Bebbington, 1992, p. 107). In 
the Cardinal Needs Schedule (a modification of the MRC tool), cardinal problems are 
defined as those for which the problem causes stress for carers and potentially 
endangers the health of the patient or others, and for which the patient is willing to
Small scale research
159
accept help. Although patient willingness to accept help may be a fair proxy measure 
for patient agreement on need, it may also be influenced by other factors such as the 
relationship with the clinician.
Both the Bangor Assessment of Need Profile (BANP) and the Camberwell 
Assessment of Need (CAN) allow explicit comparison between the views of staff and 
severely mentally ill patients. However, only test-retest and inter-rater reliability is 
reported for the BANP (Carter et al., 1996), whereas the established psychometric 
properties for the CAN include in addition face, consensual, and content validity 
(Phelan et al., 1995). The CAN was therefore chosen as the needs assessment schedule 
for this study.
A range of psychological characteristics of the patient may impact on how they assess 
their needs. Three psychological variables were chosen for consideration: personality, 
attributional style and expectations. The justification for choosing these characteristics 
and the measures to assess them is now outlined.
Factor-analytic studies have suggested various personality traits which appear to be 
stable over time. If a small number of traits accounts for some of our response across 
time or situation, then they may impact on how patients assess their own needs. For 
example, it may be that a person who has high neuroticism is also inclined to see their 
circumstances as problematic and requiring assistance. From the range of studies 
yielding different numbers of factors, there is an emerging consensus that 5 trait 
dimensions are central: neuroticism, extraversion, openness to experience,
agreeableness and conscientiousness (Digman & Inouye, 1986; McCrae & Costa, 
1987; John, 1990). However, the best-known personality rating schedule is probably 
the Eysenck Personality Questionnaire, which measures neuroticism, extraversion and 
(in its revised form as the EPQ-R) psychoticism (Eysenck & Eysenck, 1991). The 
EPQ-R also has a lie scale to test for dissimulation. Although the Eysenck scales have 
been used to examine links between traits and delusions or hallucinations, no clear 
picture has emerged (e.g. Bristow, 1981; Bullen & Hemsley, 1984; Young, Bentall,
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Slade & Dewey, 1986). The EPQ-R has not been used in conjunction with a needs 
assessment schedule.
The attribution of events may influence whether a person perceives a situation as 
problematic (and therefore rated as a need). For example, a person who attributes a 
negative event to internal reasons may see themselves as more in need than someone 
who attributes the same event to external reasons. This psychological characteristic is 
of particular interest for people with a functional psychosis, since there is evidence of 
bias in their cognitions (Garety, Hemsley & Wessely, 1991; Lyon, Kaney & Bentall, 
1994). This finding is consistent with a social attribution theory, in which self-serving 
biases about their position in the social world are used by psychotic people to bolster 
their self-esteem (Bentall, 1994). Given that differences exist in staff and patient 
assessments of need and that there are attributional biases in patients, these biases may 
impact on how patients assess their needs.
What dimensions of attributional style to measure? Typical attribution biases found in 
depression research are that depressed patients make more internal, global and stable 
attributions for negative events than controls (Abramson, Seligman & Teasdale, 1978; 
Tennen & Herzenberger, 1987). The main focus of this research has been the stability 
and globalness of attributions, rather than their intemality (Abramson, Metalsky & 
Alloy, 1989). By contrast, the main focus of studies of psychotic patients has been on 
the intemality of their attributions. Again using the ASQ, patients with paranoid 
delusions have been found to make more external, global and stable attributions for 
the negative events than controls (Kaney & Bentall, 1989). This result has been 
replicated both for paranoid and non-paranoid deluded patients (Fear, Sharp & Healy,
1996). There is also evidence that the external attributions made by paranoid people 
become internal when non-obvious attributional tests are used, implying that 
persecutory delusions may serve as a defence against underlying low self-esteem 
(Lyon et al., 1994). Given the body of knowledge which exists on how psychotic 
people have biased internal attributions, this was the dimension of attribution which 
was chosen for the pilot study.
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Most research into attributions has used the Attributional Style Questionnaire (ASQ) 
(Peterson, Semmel, Von Baeyer, Abramson, Metalsky & Seligman, 1982). However, 
the intemality sub-scale of the ASQ shows poor internal reliability (Tennen & 
Herzenberger, 1985; Reivich, 1995). The difficulty of patients in identifying the 
intemality of an event has also been reported (White, 1991). Finally, the ASQ asks 
respondents to classify the cause of an imagined situation on a 7-point Likert scale 
with anchor points of 1 = “Totally due to the other person or circumstances” and 7 = 
“Totally due to me”. Thus attributions to another person and attributions to 
circumstance are not distinguished. All these criticisms have been addressed in the 
development of the Internal, Personal and Situational Attributions Questionnaire 
(IPSAQ) (Kinderman & Bentall, 1996), so this was selected for use in the pilot study.
The final psychological characteristic chosen for investigation was expectations. A 
person with high expectations may identify a need where someone with lower 
expectations in the same circumstances might not. This approach has already been 
used in trying to make the concepts of “quality of life” and “satisfaction with services” 
more meaningful.
Two types of quality of life data are typically collected: observable data such as the 
number of times someone visits the cinema or how much money they earn, and 
subjective data which relates to the person’s phenomenological experience of their 
life, such as whether they are happy with the number of times they visit the cinema. 
Observable data tend to be more reliable (since they can be verified by external 
sources), but have been criticised as being less sensitive than subjective data. For 
example, one study found that including subjective data in a model of global well­
being which used observable data and personal characteristics doubled its explanatory 
power (Lehman, 1983). The interpretation of observable data can also be criticised for 
imposing societal norms - some people have few close friends through choice. Quality 
of life assessment using self-reported data does not impose an external value system to 
the same extent. This might involve rating the importance of each area to the 
individual as well as their satisfaction, which can then be combined to give a more
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individualised measure of quality of life. For example, the judgement model of 
Schwarz & Strack (1990) highlights the importance of social comparison standards in 
the evaluation of subjective well-being. Thus some consideration of the person’s 
values and expectations must be incorporated into attempts to measure quality of life.
The role of expectations in assessing satisfaction with care has been recognised for 
some time (Linder-Pelz, 1982). The level of satisfaction will arise from a comparison 
between the patient’s experience and their expectations. This has led to the 
development of parallel instruments for measuring expectations and satisfaction: the 
Verona Expectations for Care Scale (VECS) uses a combination of unstructured 
questions and analogue scales to assess expectations for care in a number of areas, and 
then current satisfaction for those areas is assessed using the Verona Service 
Satisfaction Scale (VSSS) (Ruggeri & Dall’Agnola, 1993; Ruggeri, Dall’Agnola, 
Agostini & Bisoffi, 1994). Thus a meaningful assessment of satisfaction with services 
is given by combining expectations of care services (measured using the VECS) and 
satisfaction with care actually received (measured using the VSSS).
The likelihood of a need being self-assessed may be higher if the patient has high 
personal expectations (such as for good health). In this sense, high personal 
expectations are a similar concept to dispositional optimism, which refers to the belief 
that “the future holds desirable outcomes irrespective of one’s personal ability to 
control those outcomes” (Marshall & Lang, 1990). The Life Orientation Test (LOT) 
assesses dispositional optimism by asking respondents to rate on a 5-point scale their 
agreement with statements such as “In uncertain times, I usually expect the best” and 
“Things never work out the way I want them to” (Scheier & Carver, 1985). Using the 
LOT, dispositional optimism has been distinguished from self-mastery, neuroticism 
and self-esteem (Scheier, Carver & Bridges, 1994), and associations have been found 
between optimism and health outcomes, including degree of depressive symptoms 
(Marshall & Lang, 1990). However, dispositional optimism assesses outcome 
expectancy, i.e. what will happen to the person in the future. Needs assessment, by 
contrast, requires the person to rate their current needs. If self-assessment is influenced
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by expectations, then a scale is needed which measures expectations about the 
person’s current state, for which the LOT would not be suitable.
The likelihood of a need being self-assessed may also be higher if the patient believes 
that it is the responsibility of others to solve a particular problem. This superficially 
resembles the psychological concept of locus of control (Rotter, 1966). However, 
locus of control refers to the person’s belief about the extent to which their behaviour 
is directly under their personal control, or is influenced by factors outside their control 
such as fate or authority figures. This is not the same as the person’s beliefs about 
whether they expect to receive help - a person may understand that their physical 
health is influenced by their lifestyle (and therefore to some extent under their 
control), but still expect medical attention for any illness.
There are no existing schedules for comparing expectations and self-assessment of 
need. A semi-structured interview was therefore constructed which investigated the 
person’s expectations about themselves and their expectations of help from others. 
The interview also tried to elicit information on what factors might mediate personal 
expectations, since it was hypothesised that (for example) low mood or a recent 
pleasurable event might impact on personal expectations.
Method
Design
The study was a case series involving 3 patients and their key-workers. The study is an 
exploratory pilot for a larger study, and of insufficient size for comparative analysis. 
Therefore only descriptive results will be presented. Ethical committee approval for 
this study was obtained from the Maudsley Hospital Ethical Committee (Research).
Sample
The subjects were aged between 18 and 65, with a casenote diagnosis of functional 
psychosis, i.e. an ICD-10 diagnosis F20-F39 (World Health Organization, 1992). They 
were recruited through staff at a Community Mental Health Team (CMHT). Staff were
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asked to identify patients with the above characteristics who they considered would be 
suitable for an interview lasting for one hour. All contacted patients were successfully 
interviewed.
Test materials
Copies of all schedules and forms used are in the Appendix. The Camberwell 
Assessment of Need (CAN) assesses level of need in 22 domains: accommodation, 
food, keeping the home tidy, self-care, daytime activities, physical health, psychotic 
symptoms, information, psychological distress, self-harm, safety to others, alcohol 
use, drug abuse, company, intimate relationships, sexual expression, child care, 
education, telephone, transport, money and benefits. For each domain, examples are 
given in the CAN for what constitutes a need, and the “need rating” is made on a 3 
point scale: “0 = no problem; 1 = no/moderate problem because of continuing 
intervention; and 2 = current serious problem”. A rating of 9 is used for “not known”, 
and for some domains (such as child care) a rating of 8 is used for “not applicable”. In 
the full version, further questions are asked on any domain for which a need is 
identified. For the purposes of this study, however, this level of assessment is not 
necessary, so the CANSAS (Camberwell Assessment of Need: Short Appraisal 
Schedule) was used. The CANSAS is a shortened version of the CAN, and involves 
only assessing the need rating for each domain.
CAN data can be aggregated in a number of ways (Phelan et al., 1995). The need 
ratings can be combined for each respondent to give either their total number of needs 
(need rating = 1 or 2) or their number of met (need rating = 1) or unmet (need rating = 
2) needs. The level of need in each domain can be calculated from the need ratings 
made by each patient for that domain. Domains can be aggregated to assess needs for 
health (comprising the CAN domains of Physical health, Psychotic symptoms, Drugs, 
Alcohol, Safety to self, Safety to others and Psychological distress), basic needs 
(Accommodation, Food and Daytime activities), social needs (comprising Sexual 
Expression, Company and Intimate Relationships), access to services (Information, 
Telephone, Transport and Benefits) and life skills (Education, Money, Child care, Self
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care and Looking after the home). For each aggregation of data, staff or patient 
responses can be used, and the responses of the two informants can be compared using 
kappa coefficients (Slade, 1996). For the purposes of this pilot study, only the simplest 
aggregation of data was used, comprising the total number of needs and the number of 
met and unmet needs for each patient.
The Internal, Personal and Situational Attributions Questionnaire (IPSAQ) consists of 
32 items, 16 positive and 16 negative social situations, such as “A friend sent you a 
postcard” and “A friend thinks you are dishonest”. For each item, the respondent is 
requested to write down a causal explanation of the situation by asking them “What 
caused your friend to...?”. The respondent is then asked to categorise whether this 
cause is (a) something about the respondent, (b) something about the other person or 
other people, or (c) something about the situation (circumstances or chance). Six 
IPSAQ sub-scale scores are generated by summing the number of internal, personal or 
situational attributions for positive and negative items. Two cognitive bias scores are 
suggested by Kinderman & Bentall (1996). Externalizing Bias (EB) is calculated by 
subtracting the number of internal attributions for negative events from the number of 
internal attributions for positive events. Positive EB is evidence for a self-serving bias 
in interpreting situations, in which attribution to self is higher for positive events than 
negative events. Personalizing Bias (PB) indicates the proportion of external 
attributions for negative events which are personal as opposed to situational, and is 
calculated by dividing the number of personal attributions by the sum of the number 
of personal or situational attributions for negative events. If PB is greater than 0.5 then 
the person has a tendency to explain negative events in personal rather than situational 
terms.
The Eysenck Personality Questionnaire - Revised (EPQ-R) contains 106 questions 
requiring a yes/no response. The questions assess the dimensions of extraversion (e.g. 
questions such as “Do you have many different hobbies” and “Are you a talkative 
person?”), psychoticism (e.g. “Do you enjoy hurting people you love?”, “Have you 
often gone against your parents’ wishes?”), neuroticism (e.g. “Does your mood often
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go up and down?”, “Are you an irritable person?”), together with a lie scale (e.g. “Are 
all your habits good and desirable ones?”, Do you always wash before a meal?”). The 
scores for each sub-scale (P, E, N and L) are derived by summing the relevant items, 
and normative data (categorised by age bands and gender) is available for each sub­
scale.
The semi-structured questionnaire on expectations was developed to assess personal 
expectations, factors which may change these personal expectations, and expectations 
of help from others. All responses were recorded, and the responses to closed 
questions were coded into yes or no responses. The goal of administering the semi­
structured questionnaire was to explore which questions could be understood by 
patients with schizophrenia, rather than to develop a systematic coding procedure.
Procedure
Written consent was obtained from each patient, after explaining the purpose of the 
research to them and giving them an information sheet about the research. Patients 
were interviewed using the EPQ-R, the IPSAQ, the CANSAS, and the semi-structured 
interview about expectations. Their key-worker was interviewed separately using the 
CANSAS and a sociodemographic form. Patient B was interviewed at his home, and 
patients A and C at their CMHT centre. Patient interviews took about 1 hour, and staff 
interviews about 10 minutes.
Results
The sociodemographic characteristics of the 3 patients are shown in Table 1.
Small scale research
167
Patient Gender Age Country ICD-10 Years in Ever
(years) of birth Diagnosis contact 
with MHS
sectioned?
A Male 60 England F20
schizophrenia
37 No
B Male 43 England F20.0
paranoid
schizophrenia
20 Yes
C Male 39 England F31
manic
depressive
psychosis
16 Yes
Table 1: characteristics of the interviewed patients
The 3 key-workers were all nursing staff working in the community, who had known 
their patients for longer than 1 year.
The staff and patient CAN ratings are shown in Table 2.
Patient: A B C
Rating by: Staff Patient Staff Patient Staff Patient
Unmet needs 0 0 1 4 1 0
Met Needs 9 10 10 9 6 4
Total needs 9 10 11 13 7 4
Table 2: Staff and patient ratings of number of needs
Although staff and patients rated similar total numbers of needs, patients tended to rate 
more of these needs as unmet than staff.
All patients requested verbal administration. One patient (C) was not able to complete 
the IPSAQ, since he found the negative events impossible to imagine. This may have 
been due to the symptom of concrete thinking. The other 2 patients were able to
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imagine scenarios on the basis of the statements read to them, and to answer the 
Section 1 question about what caused the event to happen. However, they both 
experienced difficulty in answering the Section 2 question about internal, personal or 
situational causality. The typical reply was to repeat their answer to the Section 1 
question. The Section 2 responses were therefore coded by the interviewer, with 
clarifying questions where necessary. A transcript of part of one interview illustrates 
this:
Patient A, Question 9
Interviewer: A friend thinks you are unfriendly. What caused your friend to
think you are unfriendly?
Patient: Because I wasn’t talking to them.
Response coded as “a - something about you ”
Patient A, Question 10
Interviewer: A friend made an insulting remark about you. What caused your
friend to insult you?
Patient: Jealousy.
Interviewer: Jealousy in who?
Patient: In them.
Response coded as “b - something about the other person or other people ”
Only one of the IPSAQ questions was answered in a manner which appeared to be 
influenced directly by psychotic symptoms:
Patient B, Question 27
Interviewer: A friend betrayed the trust you had in her. What caused your
friend to betray your trust?
Patient: It was due to ciphers in stuff I’ve written. It was a code.
Response coded as “a - something about you ”
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The IPSAQ scores for the remaining 2 patients are shown in Table 3:
Patient A B
Externalizing Bias (EB) -2.0 1.0
Personalizing Bias (PB) 0.9 1.0
Table 3: Attributional style measured using the IPSAQ
Patient A exhibits a depressive pattern of attributions, tending to blame himself more 
for negative than positive events and to explain negative events in terms of himself 
rather than the situation. Patient B also tends to make personal rather than situational 
attributions for negative events, but this is counter-balanced by a self-serving bias in 
blame for positive and negative events.
The EPQ-R was relatively easy for patients to complete, although patients A and B 
asked the interviewer to read the questions, rather than self-rating. All 3 stated that it 
was very long (normally taking about 15-20 minutes). The results for the 3 patients are 
shown in Table 4.
Patient A B c
Psychoticism (P) 8 (5.3) 8 (7.0) 5 (6.7)
Extraversion (E) 3 (8.9) 8 (11.9) 17 (11.9)
Neuroticism (N) 22* (9.4) 13 (11.2) 12 (11.9)
Lie Scale (L) 2 (9.1) 10 (7.0) 6 (6.7)
Brackets give age-standardised means (from Eysenck & Eysenck, 1991) for each 
score
* differs by more than 2 standard deviations from the age-standardised mean
Table 4: Personality dimensions measured using the EPQ-R
Patient A has an EPQ-R profile consistent with a neurotic personality, patient B does 
not show any particular trait but may be dissimulating in his responses, and patient C 
exhibits a slightly extrovert profile.
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Sections 1 and 2 of the semi-structured interview are closed questions. Patient 
responses were coded into one of 4 categories: 1 = “yes”, 2 = “some of the time”, 3 = 
“no” and 9 = “question not understood or answer not comprehensible”. If possible, 
questions were asked to clarify the response. Where the response allowed a reasonable 
interpretation by the rater, this was made. For example:
Patient A, Question 2.6
Interviewer: If you need help from services, do you expect it to be available 
most of the time?
Patient: I know to get onto my doctor or the Emergency Clinic.
Rated as “1 ”
Where the response required considerable interpretation, this was rated as “9”. An 
example of this was:
Patient B, Question 1.1
Interviewer: Do you expect to be feeling good about your life most of the 
time?
Patient: I expect to be analysed to attain levels of mental and physical health 
and to find a job.
Response coded as “9 ”
Patient B, Question 2.6
Interviewer: If you need help from services, do you expect it to be available 
most of the time?
Patient: If I’m ill I leave it till the next time.
Response coded as “9 ”
Three ratings of “9” were made, comprising the above 2 transcript examples and 
patient C’s response to question 2.6, which he did not understand. The results for 
sections 1 and 2 are shown in Table 5, with responses of “9” omitted.
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Patient
Section 1 (mean) 
l=positive expectations of life 
3=negative expectations of life
A
1.5
B
2.0
C
1.2
Section 2
1 =expects help from others 
3=expects to cope without help
2.3 1.8 2.0
Table 5: semi-structured interview on expectations
Patient A answered each question in section 3:
Interviewer: When do you feel good about your life?
Patient: When I’ve got social company.
Interviewer: When do you feel that life is difficult?
Patient: When I’m on my own.
Interviewer: What makes a difference to whether you feel physically well? 
Patient: Going to the park and seeing country scenes.
Interviewer: What makes a difference to whether you feel emotionally well? 
Patient: Sporting events.
Interviewer: What makes a difference to whether you get on with other 
people?
Patient: I don’t mind if I don’t get on. Being nice to them.
Interviewer: What makes a difference to whether you can cope with the day- 
to-day demands of life?
Patient: I struggle due to fear and depression.
Interviewer: What makes a difference to whether you are happy with the help 
you are getting?
Patient: It makes a lot of difference. I panic when I get letters.
Patient B identified getting benefits, being on the right medication and not having 
cash-flow problems for question 3.1, but gave no responses to other questions in the
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section. Patient C was unable to understand the questions in section 3, and gave no 
responses.
Discussion
The goal of this study was to investigate data collection methods and tools which 
might be used in the forthcoming main study. The CANS AS was simple for patients 
to understand, and appeared to be sensitive to differences between staff and patient 
perceptions of need. The finding of a similar total number of needs being rated, but 
with more needs rated as unmet by patients than staff, appears to be a consistent 
finding across studies (Slade et al., submitted). With a larger sample, it will be 
appropriate to consider CAN data in aggregated form, either by looking at individual 
domains or clusters of domains. A larger sample will also allow discrepancies in staff 
and patient ratings of need to be compared with psychological variables.
The measurement of three psychological variables was investigated - attributional 
style, personality and expectations. The IPSAQ proved to be of use with 2 of the 3 
patients, from whom the responses seemed to be reliable. It did, however, require 
changes in the form of administration. This may be due to a relative difficulty which 
patients with schizophrenia have in analysing situations, when compared with 
psychology undergraduates (with whom the IPSAQ was originally developed). For 
these 2 patients, administration of the IPSAQ appeared to be an enjoyable experience, 
and analysis suggested that it differentiated between two different styles of attribution. 
However, this change in the form of administration may impact on the psychometric 
properties of the IPSAQ.
The EPQ-R was completed by all patients, but required considerable concentration by 
the patient while its 106 questions were asked. One option would be to use the shorter 
version (EPQ-S) (Eysenck & Eysenck, 1991) with this patient group. However, there 
was only one score (Patient A’s neuroticism rating) which differed by more than 2 
standard deviations from normative data. This implies that the EPQ-R may be of 
limited utility in differentiating between patients.
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The semi-structured questionnaire produced meaningful information from sections 1 
and 2. The exception to this was question 2.6, which in retrospect can be seen to be 
ambiguous and closely linked with question 1.6. The open questions of section 3 
proved difficult for patients B and C, probably because of a combination of factors 
including the wording, the complexity of the concepts being addressed, and tiredness 
by the end of the interview. This study suggests that the expectations of patients about 
themselves and the help they expect from others can be assessed, and is best done 
using closed questions which are easily understood.
This study has a number of deficits. Firstly, the sample size precludes any analysis of 
the results beyond the descriptive level. Although the goal of this study was to be a 
pilot for the main study, firmer conclusions could be drawn about the utility of 
schedules and assessment methods from a larger sample. Similarly, other 
psychological variables could have been chosen for investigation, some of which 
(locus of control, dispositional optimism, stability and globalness of attributions) have 
already been discussed. In the absence of a clear model linking needs assessment to 
psychological variables, the choice of which psychological characteristics to explore 
will inevitably be arbitrary.
Selection of the sample may have been subject to bias, since selection was by staff. An 
improved design would involve interviewing a randomised sample. One approach 
would be to use a consecutive cohort of referrals to the CMHT, but this might be 
problematic since many of the patients are long-term users of mental health services. 
Another approach would be to interview a stratified sample from the CMHT caseload, 
perhaps controlling for sociodemographic characteristics such as gender, age and 
length of contact with services.
The characterisation of the sample is incomplete. For example, there is no information 
on ethnicity and previous contact with services. Similarly, diagnoses are presented 
using ICD-10 terminology, but a clinical diagnosis may not be as reliable as a research 
diagnosis. A research diagnosis could be rated from casenotes using a standardised
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diagnostic tool such as OPCRIT (Operational Criteria Checklist) (McGuffin, Farmer 
& Harvey, 1991).
The next stage in this research programme is to develop a model which links the 
psychological variables assessed in this study with discrepancies between staff and 
patient ratings of need. If attributional style is to be assessed, the administration 
method used with the IPSAQ in this study should be adopted. If personality is to be 
tested the EPQ-S could be used. Finally, if expectations are to be assessed, a new 
questionnaire will be needed, which could comprise questions 1.1 to 1.6 and 2.1 to 2.5 
from the semi-structured interview used in this study, with a forced-choice “Yes/No” 
response.
When the impact of psychological variables on needs assessment is more fully 
understood, a matching rigour should be applied to examining other factors which 
might account for staff-patient discrepancies in assessing need. Other possible reasons 
for a discrepancy might include staff characteristics (such as their beliefs about people 
with schizophrenia), the assessment tool used (in this case, the CAN), or the 
psychiatric and sociodemographic characteristics of the patient (such as age, gender, 
psychiatric history and symptomatology). There may be regional or cultural variations, 
such as whether it is seen as appropriate {i.e. whether a need exists) when an adult 
patient with schizophrenia lives at home.
Further research on the topic of staff-patient agreement on assessment of need will 
need to be focused on the development of models to explain the processes involved, 
and why disagreements occur. Only when clinically useful models have been 
developed will there be the opportunity to separate error in assessment by the staff or 
the patient from meaningful disagreement. The identification of areas of disagreement 
will facilitate a more collaborative and negotiated approach to the provision of mental 
health care.
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Appendix
Schedules used in small scale research
Camberwell Assessment of Need: Short Appraisal Schedule (CANS AS) 
Eysenck Personality Questionnaire - Revised (EPQ-R)
Internal, Personal and Situational Attributions Questionnaire (IPSAQ) 
Semi-structured interview assessing expectations
Small scale research
1*1
GANSAS
(Camberwell Assessment of Need: Short Appraisal Schedule)__________
0 = no problem
1 -  n o /  moderate problem due to intervention
2 = serious problem  
9  - -  not known
Rating number 1 2  3 4
Indicate interviewee (U  =  user, S  =  staff, C  =  carer)
Date o f assessment 
Initials o f  assessor
1. Accommodation
What kind o f  place do you live in?
2. Food
Do you get enough to eat?
3. Looking after the home
Are you able to look after your home?
4. Self care
Do you have problems keeping clean and tidy?
5. Daytime activities
How do you spend your day?
6. Physical health
How well do you feel physically?
7. Psychotic symptoms
Do you ever hear voices or have problems with your thoughts?
8. Information on condition and treatment
Have you been given clear information about your medication?
9. Psychological distress
Have you recently fe lt very sad or low?
10. Safety to self
Do you ever have thoughts o f  harming yourself?
11. Safety to others
Do you think you could be a danger to other people’s safety?
12. Alcohol
Does drinking cause you any problems?
13. Drugs
Do you take any drugs that aren 7 prescribed?
14. Company
Are you happy with your social life?
15. Intimate relationships
Do you have a partner?
16. Sexual expression
How is your sex life?
17. Childcare
Do you have any children under 18?
18. Basic education
Any difficulty in reading, writing or understanding English?
19. Telephone
Do you know how to use a telephone?
20. Transport
How do you fin d  using the bus, tube or train?
21. Money
How do you fin d  budgeting your money?
22. Benefits
Are you getting all the money you are entitled to?
A. NUMBER OF MET NEEDS (the number o f  ‘1 ’s)
B. NUMBER OF UNMET NEEDS (the number o f 'Vs)
C. TOTAL NUMBER OF NEEDS (add A + B)
u s e u s e u s e u s e
User / client :
CANSAS (v3 .0 ) Section o f  Community Psychiatry, Institute o f  Psychiatry / M audsley Hospital, London. 
©  PRiSM  ALL RIGHTS RESERVED, October 1995.
IN S T R U C T IO N S: Please answer each question by putting a circle around the TES' or 
'N O ' following the question. There are no right or wrong answers, and no trick questions. 
Work quickly and do not think too long about the exact meaning of the questions. ! I'.
■  PLEA SE R E M E M B E R  T O  A N S W E R  E A C H  Q U E S T IO N
1 Do you have many different hobbies?
2 Do you stop to think things over before doing anything?
3 Does your mood often go up and down?
4 Have you ever taken the praise for something you knew someone else had 
really done?
5 Do you take much notice of what people think?
6 Are you a talkative person?
7 Would being in debt worry you?
8 Do you ever feel 'just miserable' for no reason?
P| 9 Do you give money to charities?
| |  10 Were you ever greedy by helping yourself to more than your share of anything?
11 Are you rather lively?
:
12 Would it upset you a lot to see a child or an animal suffer?
î§ 13 Do you often worry about things you should not have done or said?
14 Do you dislike people who don't know how to behave themselves?
15 If you say you will do something, do you always keep your promise no matter 
how inconvenient it might be?
16 Can you usually let yourself go and enjoy yourself at a lively party?
17 Are you an irritable person?
18 Should people always respect the law?
19 Have you ever blamed someone for doing something you knew was really 
your fault?
20 Do you enjoy meeting new people?
21 Are good manners very important?
22 Are your feelings easily hurt?
23 Are all your habits good and desirable ones?
24 Do you tend to keep in the background on social occasions?
25 Would you take drugs which may have strange or dangerous effects?
26 Do you often feel 'fed-up'?
12221
YES NO 
YES NO 
YES NO
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO
YES NO 
YES NO 
YES NO 
YES NO
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO
PLEASE TURN OVER
27 Have you ever taken anything (even a pin or button) that belonged to someone else? YES NO
28 Do you like going out a lot?
29 Do you prefer to go your own way rather than act by the rules?
30 Do you enjoy hurting people you love?
31 Are you often troubled about feelings of guilt?
32 Do you sometimes talk about things you know nothing about?
33 Do you prefer reading to meeting people?
34 Do you have enemies who want to harm you?
35 Would you call yourself a nervous person?
g  36 Do you have many friends?
37 Do you enjoy practical jokes that can sometimes really hurt people?
38 Are you a worrier?
0m  39 As a child, did you do as you were told immediately and without grumbling?
I p  40 Would you call yourself happy-go-lucky?
41 Do good manners and cleanliness matter much to you?
42 Have vou often gone against your parents' wishes?
43 Do you worry about awful things that might happen?
0IH  44 Have you ever broken or lost something belonging to someone else?
:|g g  45 Do you usually take the initiative in making new friends?
46 Would you call yourself tense or 'highly-strung'?
• 47 Are you mostly quiet when you are with other people?
48 Do you think marriage is old-fashioned and should be done away with?
49 Do you sometimes boast a little? 
g  50 Are you more easy-going about right and wrong than most people?
51 Can you easily get some life into a rather dull party?
52 Do you worry about your health?
U 53 Have you ever said anything bad or nasty about anyone?
54 Do you enjoy cooperating with others?
P  55 Do you like telling jokes and funny stories to your friends?
56 Do most things taste the same to you?
57 As a child, were you ever cheeky to your parents?
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO 
YES NO
üa&as
||j  58 Do you like mixing with people? YES I NO
gg Does it worry you if you know there are mistakes in your work? YES I NO
60 Do you suffer from sleeplessness? YES I NO
61 Have people said that you sometimes act too rashly? YES I NO
62 Do you always wash before a meal? YES I NO
63 Do you nearly always have a 'ready answer' when people talk to you? YES I NO
64 Do you like to arrive at appointments in plenty of time? YES | NO
65 Have you often felt listless and tired for no reason? YES I NO
66 Have you ever cheated at a game? YES I NO
67 Do you like doing things in which you have to act quickly? YES I NO
68 Is (or was) your mother a good woman? YES I NO
69 Do you often make decisions on the spur of the moment? YES I NO
0  70 Do you often feel life is very dull? YES I NO
71 Have you ever taken advantage of someone? YES I NO
' ' 72 Do you often take on more activities than you have time for? YES I NO
.
||sÉ  73 Are there several people who keep trying to avoid you? YES I NO
W 74 Do you worry a lot about your looks? YES I NO
75 Do you think people spend too much time safeguarding their future with savings
and insurance? YES I NO
Ip f  76 Have you ever wished that you were dead? YES I NO
- ; 77 Would you dodge paying taxes if you were sure you could never be found out? YES I NO
g  78 Can you get a party going? YES I NO
79 Do you try not to be rude to people? YES I NO
80 Do you worry too long after an embarrassing experience? YES I NO
81 Do you generally 'look before you leap'? YES I NO
82 Have you ever insisted on having your own way? YES I NO
83 Do you suffer from 'nerves'? YES I NO
84 Do you often feel lonely? YES I NO
85 Can you on the whole trust people to tell the truth? YES I NO
86 Do you always practise what you preach? YES I NO
87 Are you easily hurt when people find fault with you or the work you do? YES I NO
PLEASE TURN OVER
89
90
91
92
93
94
95
96
97
98
99 
100
M M-,
104
105
106
Is it better to follow society's rules than go your own way? YES | NO
Have you ever been late for an appointment or work? YES | NO
Do you like plenty of bustle and excitement around you? YES | NO
Would you like other people to be afraid of you? YES | NO
Are you sometimes bubbling over with energy and sometimes very sluggish? YES | NO
Do you sometimes put off until tomorrow what you ought to do today? YES | NO
Do other people think of you as being very lively? YES I NO
Do people tell you a lot of lies? YES I NO
Do you believe one has special duties to one's family? YES I NO
Are you touchy about some things? YES I NO
Are you always willing to admit it when you have made a mistake? YES I NO
Would you feel sorry for an animal caught in a trap? YES I NO
When your temper rises, do you find it difficult to control? YES I NO
Do you lock up your house carefully at night? YES I NO
Do you believe insurance schemes are a good idea? YES I NO
Do people who drive carefully annoy you? YES I NO
When you catch a train, do you often arrive at the last minute? YES I NO
Do your friendships break up easily without it being your fault? YES I NO
Do you sometimes like teasing animals? YES-1 NO
PLEASE CHECK THAT YOU HAVE ANSWERED ALL THE QUESTIONS
- T his^ublf^ tion 'is excluded from the reprographic licensing s d tm e  administered by the Copyright Licensing Àgeticy Limited. The published edition o f this"-1 
qncstionnpite is pnr.tcd in a coloui ed ink: please contact the publisher if your copy is p i inled in black.
Copyright © 1991 H, J. Eysenck and S. B. G. Eysenck. All rights reserved. ", ' '
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What c a u sed  your friend to give you a lift h o m e 9 
(P lease  write down the one major cause)
Is this :
a. Som ething ab o u t  you  ?
t>. Something ab o u t  the o th e r  person  or o th e r  p eo p le  ?
c. Something abou t the situation (circumstances or chance)  ?
A friend  t a lk e d  a b o u t  y o u  b e h i n d  y o u r  b a c k .
What c a u s e d  your friend to talk ab o u t  you behind  your back?  
(P lease  write down the o n e  m ajor cau se )
Is this :
a. Something abou t  you ?
b. Something abou t  the o th er  person  or o th er  p eo p le  ?
c. Something about the situation (c ircum stances or chance)  ?
A fr iend  s a id  th a t  h e ( s h e )  h a s  n o  r e s p e c t  fo r  y o u .
What c a u s e d  your friend to s a y  that h e (sh e )  h a s  n o  r e s p e c t  for you ? 
(P lease write down the o n e  m ajor c a u se )
Is this :
a. Something about you ?
b Something abou t the o ther  person  or o ther  p eo p le  ?
c. Something about the situation (c ircum stances or ch an ce)  ?
A fr iend  h e lp e d  y o u  w ith  t h e  g a r d e n i n g .
What c a u s e d  your friend to help you with the g a rd e n in g 9 
(P lease write down the one  m ajor c a u se )
Is this :
a S o m e th in g  a bo ut  you  9
b S o m e th in g  a bou t  the  o t h e r  p e r s o n  or o t h e r  p e o p l e  9
c Som e th in g  ab ou t  the si tuation ( c i r c u m s t a n c e s  or  c h a n c e )  ?
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A f r i e nd  t h i n k s  y o u  a r e  t r u s t w o r t h y .
What c a u s e d  your friend to think you a re  trustworthy? 
(P lease  write down the o n e  major cau se )
Is this :
a. Som eth ing  ab o u t  you ?
b. Som ething ab o u t  the  o ther person  or o th e r  people ?
c. Something abou t  the situation (c ircum stances  or chance)  ?
6. A f r ie n d  r e f u s e d  to  ta lk  to  y o u .
What c a u s e d  your friend to re fuse  to talk to y o u ?  
(P lease  write down the o n e  m ajor cause)
Is this :
a. Something ab o u t  you ?
b. Something ab o u t  the o ther  person  or o th e r  p eo p le  ?
c. Something about the situation (c ircum stances  or chance) ?
A friend  th in k s  y o u  a r e  in te r e s t i n g .
What c a u sed  your friend to think you are  in teresting? 
(P lease  write down the o n e  m ajor cause)
Is this :
a. Som ething abou t  you ?
b. Something abou t  the  o ther  person  or o th e r  p eo p le  ?
c. Something about the situation (c ircum stances or chance)  ?
8. A f r iend  s e n t  y o u  a p o s t c a r d .
What c a u s e d  your friend to s e n d  you a p o s tca rd ?  
(P lease write down the o n e  m ajor cause)
Is this :
a S o m e th in g  a b o u t  you  ?
b So m e th in g  a b o u t  the  o t h e r  p e r s o n  or  o t h e r  p e o p l e  7
c. Som eth ing  about  the  si tuation ( c i r c u m s ta n c es  or  c h a n c e )  9
2
mA f r i end  t h i n k s  y o u  a r e  u n f r i e n d l y .
What c a u se d  your friend to think that you a re  unfriendly? 
(Please write down the one  m ajor c a u se )
Is this :
a. Som ething ab o u t  you ?
b. Something ab o u t  the  o ther  pe rson  or o ther  p eo p le  ?
c. Something abou t  the situation (c ircum stances  or chance)  ?
A friend made an insulting remark to you.
What c a u se d  your friend to insult you? 
(P lease  write down the o n e  m ajor c au se )
Is this :
a. Something a b o u t  you ?
b. Something ab o u t  the  o ther person  or o ther  p eo p le  ?
c. Something abou t the situation (c ircum stances  or chance)  ?
11. A friend bought you a present.
What c a u s e d  your friend to buy you a p r e s e n t . 
(P lease  write down the o n e  m ajor ca u se )
Is this :
a. Something ab o u t  you ?
b. Something abou t  the o ther  person  or o ther p eo p le  ?
c. Something about the situation (c ircum stances  or ch an ce)  ?
12. A friend picked a fight with you.
What c a u s e d  your friend to fight with you? 
(P lease  write down the o n e  m ajor cau se )
Is this :
a. S o m e th in g  a b o u t  you ?
b S om eth ing  a b o u t  th e  o t h e r  p e r s o n  or o th e r  p e o p l e  7
c. So meth ing  a bout  the  si tuation ( c i r c u m s t a n c e s  or  c h a n c e )  7
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A f r i e nd  t h i n k s  y o u  a r e  d i s h o n e s t .
What c a u se d  your friend to think you are  d i s h o n e s t7 
(P lease  write down the  o n e  major cause)
Is this :
a. Som ething ab o u t  you ?
b. Something ab o u t  the  o ther  person  or o ther  p eo p le  ?
Something ab o u t  the situation (c ircum stances or chance) ?
A f r ie n d  s p e n t  s o m e  t i m e  t a lk in g  to  yo u .
What c a u se d  your friend to s p e n d  time talking with y o u 7 
(P lease  write down the o n e  m ajor cause)
Is this :
a. Som ething ab o u t  you ?
b. Something abou t  the  o th er  person  or o ther  p eo p le  ?
c. Something abou t the situation (c ircum stances or chance) ?
15. A friend  th in k s  y o u  a r e  c lever .
What c a u s e d  your friend to think you are  clever? 
(P lease  write down the o n e  m ajor c au se )
Is this :
a. Something abou t  you ?
b. Something abou t the  o th er  person  or o ther p eo p le  ?
c. Something about the situation (c ircum stances or chance)  ?
16. A fr iend  th in k s  yo u  a r e  s e n s i b l e .
What c a u se d  your friend to think that you w ere s e n s ib le 7 
(P lease write down the o n e  m ajor c a u se )
Is this :
a. Something about you ?
b. Something about the o th er  person  or o ther p eo p le  7
c. Something about the situation (c ircum stances or ch an ce)  7
A f r i e nd  r e f u s e d  t o  h e l p  y o u  w i t h  a  j o b .
What c a u s e d  your friend to refuse  to help  you with the job? 
(Please write down the o n e  major c a u se )
Is this :
a. Som eth ing  ab o u t  you ?
b. Something about the other person  or other people  ?
c. Something ab o u t  the situation (c ircum stances  or chance) ?
A friend thinks you are unfair.
What c a u se d  your friend to think that you a re  unfair? 
(P lease  write down the o n e  m ajor cau se )
Is this :
a. Som ething abou t  you ?
b. Something ab o u t  the  o ther person  or o th e r  p eo p le  ?
c. Something about the situation (c ircum stances  or chance) ?
A friend said that he(she) dislikes you.
What c a u se d  your friend to s a y  that h e (sh e )  dislikes you?  
(P lease  write down the o n e  m ajor cause)
Is this :
a. Som ething about you ?
b. Something abou t the  o ther  person or o ther  p e o p le  ?
c. Something about the situation (c ircum stances  o r  chance)  ?
A friend rang to enquire about you.
What c a u sed  your friend to ring to enquire abou t  y ou?  
(Please write down the o n e  m ajor cause)
Is this :
a Something about you 7
b. Something about the o ther  person or o ther  p e o p le  7
c. Something about the situation (circum stances or chance)  7
mA f r i e n d  i g n o r e d  y o u
What c a u s e d  your friend to ignore you? 
(P lease  write down the o n e  m ajor cause)
Is this :
a. Som eth ing  ab o u t  you ?
b. S om eth ing  ab o u t  the o ther  person  or o th e r  people  ? 
Som ething abou t the situation (c ircum stances  or chance) ?
22. A friend said that she(he) admires you.
What c a u s e d  your friend to s a y  that sh e (h e )  ad m ired  you? 
(P lease  write down the o n e  m ajor cau se)
Is this :
a. Som eth ing  abou t  you ?
b. Som eth ing  abou t  the o ther person  or o th e r  p eo p le  ?
c. Something about the situation (c ircum stances or chance) ?
23. A friend said that he(she) finds you boring.
What c a u s e d  your friend to s a y  that he (sh e)  finds you boring? 
(P lease  write down the o n e  m ajor cause)
Is this :
a. Som ething abou t you ?
b. Something abou t  the o ther person  or o th e r  p eo p le  ?
c. Something about the situation (c ircum stances  or chance) ?
A friend said that she(he) resents you.
What c a u s e d  your friend to s a y  that sh e(h e)  r e s e n t s  you? 
(Please write down the o n e  m ajor cau se)
Is this
a S o m e th in g  a b o u t  you  ?
b S o m e th in g  a b o u t  the  o t h e r  p e r s o n  or o t h e r  p e o p l e  ?
c. S om eth in g  a bou t  the  si tuation ( c i r c u m s ta n c es  or  c h a n c e )  9
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25. A fr iend  v is i te d  y o u  fo r  a f r iend ly  c h a t .
What c a u sed  your friend to visit you for a  c h a t?  
(P lease  write down the  one  m ajor cau se)
Is this
a. Som eth ing  ab o u t  you ?
b ' Q ^ e!^ ing 0ut the o ther. Person or o th e r  peop le  ?
Something ab o u t  the situation (c ircum stances  or chance) ?c.
26. A friend believes  that you are honest
a re  h o n es,?
Is this
a Something ab o u t  you ?
b Something ab o u t  the o ther person  or o th er  people  ?
Something abou t  the situation (c ircum stances  or chance) ?c
27. A fr ien d  b e t r a y e d  th e  t r u s t  y o u  h a d  in h e r .
What c a u sed  your friend to betray  your trust?  
(P lease write down the o n e  major cau se)
Is this :
a. Something abou t  you ?
b. Something abou t  the  o ther  person  or o th er  p eo p le  ?
c. Something abou t the situation (c ircum stances  or chance) ?
A friend ordered you to leave.
What cau sed  your friend to o rder  you to leav e ?  
(P lease write down the o n e  major cau se )
Is this
a Something about you 7
b. Something about the o ther person  or o ther  p eo p le  7
c Something about the situation (c ircum stances or chance) 7
7
A friend said that  she(he)  respects  you.
resp ec ,s  you9
Is this :
a. Something  ab o u t  you ?
b. Something  ab o u t  the o ther person  or o ther people  ? 
Something ab o u t  the situation (c ircum stances  or chance)
A friend thinks you are stupid.
What c a u sed  your friend to think that you a re  stup id?  
(P lease  write down the o n e  major c a u se )
Is this :
a. Something ab o u t  you ?
b. Something ab o u t  the o ther pe rson  or o ther p eo p le  ? 
Something about the situation (c ircum stances  or chance)  ?
A friend said that he(she)  l iked you.
What c a u s e d  your friend to s a y  that h e (sh e )  liked y ou?  
(P lease  write down the o n e  major cau se )
Is this :
a. Something abou t  you ?
b. Something abou t the o ther pe rson  or o ther p eo p le  ?
c. Something about the situation (c ircum stances  or chance)  ?
A neighbour invited you in for a drink.
What c a u sed  your friend to invite you in for a drink? 
(P lease write down the o n e  major ca u se )
Is this :
a Something about you 7
b. Something about the o ther person  or o ther p eo p le  7
c Something about the situation (circum stances or chance)  ?
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Section 1. Expectations which influence self-assessment of need
1. Do you expect to be feeling good about your life most of the time?
2. Do you expect to be physically well most of the time?
3. Do you expect to feel emotionally well most of the time?
4. Do you expect to have enough company and close friends most of the time?
5. Do you expect to cope with the day-to-day demands of life most of the time?
6. Do you expect to get help with any health or social problems most of the time?
Section 2. Expectations about help from others
1. If you have a problem, do you expect other people to help you?
2. If you are physically unwell, do you expect other people to help you?
3. If you are feeling emotionally unwell, do you think that other people should 
help you?
4. If you are having problems in making enough friends, do you think that other 
people should help you?
5. If you are finding it difficult to cope with day-to-day demands such as cooking 
and cleaning, do you think other people should help you?
6. If you need help from services, do you expect it to be available most of the 
time?
Section 3. Mediating factors which influence self-assessment of need 
(supplementary questions in brackets)
1. When do you feel good about your life? (...on top of things, ...life is going 
well)
2. When do you feel that life is difficult? (...life is getting on top of you)
3. What makes a difference to whether you feel physically well? (...what kind of 
things help you to feel physically healthy / unwell?)
4. What makes a difference to whether you feel emotionally well? (...help you to 
feel emotionally well/unwell)
5. What makes a difference to whether you get on with other people? (...you have 
enough company... you don’t have enough close friends)
6. What makes a difference to whether you can cope with the day-to-day demands 
of life? (...help you to feel you can cope with cooking, keeping clean and looking 
after the home...difficult to cope with day-to-day tasks)
7. What makes a difference to whether you are happy with the help you are 
getting? (...getting enough help with things like your health needs and getting the 
right benefits...services and professionals should be doing more to help you)
Small scale research
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Main research
A model of needs assessment
Why are there differences between assessments of 
need made by staff and by psychotic patients?
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Abstract
Objectives
This study investigated why there are differences between staff and patient 
assessments of need for people with a diagnosis of functional psychosis. A model to 
account for these differences was proposed and tested.
Design
The needs of psychotic patients were assessed cross-sectionally by patients and staff, 
and the staff-patient discrepancies were compared with measures of attributional style, 
standards and expectations completed by the patients.
Setting
3 catchment area Community Mental Health Teams in South London.
Subjects
35 out-patients aged over 18 and with a clinical diagnosis of a functional psychotic 
disorder, and their formal carers (staff).
Measures
The Camberwell Assessment of Need: Short Appraisal Schedule, the Internal, 
Personal and Situational Attributions Questionnaire, and the Expectations of Self 
questionnaire.
Results
Patients rated on average 2.0 needs (out of 22) more than staff, a significant difference 
which was substantially accounted for by discrepancies between staff and patient 
ratings of unmet need. 44% of the discrepancy between staff and patient ratings of 
unmet need was accounted for by variables relating to psychiatric history, intensity of 
contact with staff, standards and expectations.
Main research
199
Conclusions
This study provides some evidence that the standards and expectations held by 
patients impact on how they assess their needs. Further refinement of the proposed 
model is necessary, but the identification of patient characteristics which impact on 
how they assess needs will inform negotiations between staff and patient when there is 
disagreement about needs.
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Introduction
The provision of mental health care is expensive. The direct cost to the National 
Health Service for mental health care during 1991 was £2877 million (9% of total 
health expenditure), with £274 million also spent on social care needs such as 
accommodation (Mental Health Foundation, 1993). This is, however, only part of the 
total cost to the nation. Cost of illness studies have tried to measure the direct and 
indirect costs arising from mental ill-health. Using this approach, the cost of 
Alzheimer’s Disease in 1990 and 1991 has been put at £1039 million (Grey & Fenn, 
1993). Given the cost of mental health care, consideration of how resources are 
distributed should be a priority for health service research (Williams, 1993).
If there are limited resources for providing care, then the only way to ensure consistent 
use of resources is the prioritising of one group over another {i.e. targeting of 
resources). The main approach to targeting until recently has been to leave the choice 
about whether a client will receive a particular service to clinical staff. This choice 
should be based on the principles of equal access to services and equity, both 
horizontal (equal resources for those with equal need) and vertical (different resources 
for those with different need). However, the reality is that “zY is practically impossible 
to describe the processes which determine the allocation o f  resources between 
competing patients'” (Maynard, 1994). Prioritisation by individual clinicians appears 
not to produce the consistency which is desirable for effective resource targeting.
Consistency can be enhanced if prioritisation criteria are explicit, since this allows for 
debate about the criteria used for targeting. Methods used to prioritise health care in an 
explicit manner consider either treatment effectiveness or characteristics of the 
recipients of treatment, and are discussed in more detail elsewhere (Slade, Powell & 
Strathdee, 1997). The main approaches will be briefly reviewed here.
The best-known approach using treatment effectiveness is the Quality Adjusted Life 
Year (QALY), which combines the quality of life and the extra length of life resulting 
from an intervention into a single measure. QALYs are difficult to use in mental
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health care, since many interventions do not directly prolong life, and measuring 
change in quality of life is known to be problematic (Huxley, 1994; Watt & 
Freemantle, 1994). Another approach using characteristics of treatment is explicitly 
ranking health interventions. The most-well-known attempt has been in Oregon, where 
diagnosis-treatment pairs for physical illnesses have been ordered by effectiveness, 
with all diagnosed illnesses below the "budget line” being excluded. Several criticisms 
of this approach have been made, including the possibility that judgements may be 
influenced by vested interests (Kaplan, 1992), the difficulty in separating aggregated 
conditions (Eddy, 1991), and the general lack of the necessary knowledge base for 
comparing the effectiveness of different interventions, which may apply particularly to 
mental health care.
Prioritisation on the basis of treatment recipient characteristics has been attempted in 
two ways. Callahan (1990) has proposed that care be withdrawn once an individual 
reaches a certain age, which has been criticised on the grounds that this implicitly 
discriminates against women who otherwise would live longer (Jeker, 1992) and that 
the amount a person will benefit from care is not just a function of age (Maynard, 
1993). The final approach, which is now used in Britain (“National Health Service and 
Community Care Act”, 1990), is to prioritise on the basis of need. People with the 
most need, i.e. the most severely mentally ill, are to be targeted as a priority group for 
the provision of services.
If care is to be provided on the basis of need, then there must be a shared 
understanding of what a ‘need’ is, and how to assess is. Current thinking about the 
concept has been reviewed previously (Slade, 1995), but the main issues arising in its 
use will be briefly summarised here.
What is needs assessment?
The concept of need has been grounded in various theories, the most well-known 
being Maslow’s hierarchy of needs (Maslow, 1954). A taxonomy of needs has been 
identified by Bradshaw (1972): felt (experienced), expressed (experienced and
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communicated), normative (judgement of professionals) and comparative (based on 
comparison with the position of other individuals or reference groups). In health care 
the concept of need has been used to mean the ability to benefit in some way from 
health care, and thus distinguished from demand (what the person asks for) and supply 
(services given) (Stevens & Gabbay, 1991). For example, the MRC Needs for Care 
Assessment Schedule is premised on the assumption that need is “a  normative concept 
which is to be defined by experts" (Bebbington, 1992, p. 107). Holloway (1994) 
distinguishes between implicit models of mental disorder, in which assessments of 
need focus on strengths with a need indicating an area of potential development, and 
psychiatric models which focus on deficits, with needs for treatment being assessed. In 
practice, instinct-guided assessments and moral judgements are still common (Ellis, 
1993), which may be due to the different models of need which are used.
Brewin (1992) categorises definitions of need within mental health care into three 
types: a lack of health, a lack of access to services or institutions, and a lack of action 
by lay or professional mental health workers. Existing tools for needs assessment will 
be briefly reviewed using these three categories.
The first category of need as a lack of health is used in the National Health Service 
and Community Care Act (1990), whose guidance states that needs are “the 
requirements o f  individuals to enable them to achieve, maintain or restore an 
acceptable level o f  social independence or quality o f  life" (Department of Health 
Social Services Inspectorate, 1991, p. 10). Need is equated with social disablement, 
which occurs when a person experiences lowered psychological, social and physical 
functioning in comparison with the norms of society (Wing, 1986).
Three categories of social disablement measures have been identified: social 
attainment measures, social role performance measures and instrumental behaviour 
measures (Wykes & Hurry, 1991). Social attainments are achievements in the major 
life roles, such as marriage and employment. They have, the advantage of being easily 
measurable with relatively high reliability, and so are particularly suited to large-scale,
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nomothetic studies, and epidemiological research. However, it is difficult to establish 
whether variables being measured are in a causal or correlative relationship. Social 
role performance measures relate to how well a person is coping in their major roles of 
work, relationships, home and self-care. They give a more in-depth assessment of a 
person’s performance than social attainment measures (Weissman, 1975). It can be 
difficult to take account of the person’s social and cultural background, although this 
has been attempted by using consensual professional judgement (Gurland, Yorkstone, 
Stone & Frank, 1972) or normative scales (Cochrane & Stopes-Roe, 1977). 
Instrumental measures record social behaviour, and are more suited to a detailed 
assessment of individual psychiatric patients, some of whom may not fulfil many life 
roles. Instrumental measures do not take account of the context in which behaviour 
takes place - the person with hygiene problems who does not have access to pleasant 
washing facilities. They rely on staff reports which may not take account of the 
patient’s perceptions.
The second category of needs assessment schedules suggested by Brewin incorporates 
those measuring access to mental health services. Underlying these measures is the 
assumption that an unmet need indicates a lack of access to some form of psychiatric 
service. This category is used for informing the development of mental health 
services. It is less appropriate at an individual level, since it assesses needs on the 
basis of existing psychiatric services. Various difficulties arise in using any 
assessment of need for services to infer an individual person’s needs. Most of the 
existing scales are designed for use with long-term patients, prior to resettlement, 
which limits their utility for the psychiatric population. They tend to rely on staff 
reports. The data being collected are typically not sensitive to change, as would be 
desirable in assessing the needs of an individual. Scales also tend to consider 
institutional services rather than individual needs, orientated as they are to large-scale 
planning rather than individual assessment. Finally, assessments are used for 
informing the provision of broad service categories, and therefore may not assess the 
needs of an individual in a discriminative manner.
Main research
204
The final category of needs assessment schedule proposed by Brewin measure the 
need for action by professional or lay mental health workers. The MRC Needs for 
Care Assessment (NCA) defines need as present when the person’s functioning falls 
below a specified level due to a potentially remediable cause (Brewin, Wing, Mangen, 
Brugha & MacCarthy, 1987). However, there are difficulties in assessing when there 
is an available intervention which would be at least partly effective - deciding that a 
treatment has not worked is seldom easy. There is also a cultural bias in stating what 
constitutes a problematic level of functioning requiring intervention, although, as 
noted by Bebbington (1992), ‘7/ze inevitable value judgements inherent in the 
procedure have the virtue o f  being public and consequently accessible to argument” 
(p. 106). A final criticism of the NCA is due to the National Health Service and 
Community Care Act (1990), which requires that assessment be needs-led {i.e. 
identifies all problems irrespective of whether existing services may help), rather than 
service-based. Using the NCA can reduce the extent to which assessment is needs-led, 
since an effective intervention as well as the existence of a problem is necessary for a 
need to be identified.
Since the meaning of the term ‘need’ has changed over time, due to new legislation 
and the lack of a theoretical base for the construct, it is inappropriate for a need to be 
determined by currently available interventions, rather than “the actual wishes and 
needs o f  people who use the service” (Sayce, 1990). However, simply asking ‘What 
needs do you have?’ is unlikely to elicit a comprehensive response. Current good 
practice in assessing need is therefore to use some form of semi-structured or 
structured interview. This can take the form of a range of topic areas to be discussed in 
an unstructured manner, as with many Social Services assessments (reviewed in Slade 
et al., 1997), or a set of specific topic-related criteria which are used to define the 
presence or absence of a need, as with the Camberwell Assessment of Need (Phelan, 
Slade, Thomicroft, Dunn, Holloway, Wykes, Strathdee, Loftus, McCrone & Hayward, 
1995).
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The person undertaking an assessment will be influenced by their own background 
and priorities. Practitioners are influenced by their training, and will be more skilled at 
(and, given their choice of profession, often more interested in) some areas of need 
than others. For example, one study comparing the needs assessment by different 
mental health professionals found that 5 times as many occupational therapists rated 
benefits as a priority area for help as any other profession, social workers gave the 
highest priority of any profession to daytime activities, and clinical psychologists 
rated accommodation needs relatively low (Slade, 1996a).
In summary, the choice of what to assess and how to use information collected during 
an assessment of need is both a technical and epistemological decision. It is technical 
in that assessment tools differ in their reliability, validity and utility. It is 
epistemological in that the choice of what information is important is made on the 
basis of assumptions about the world and the nature of knowledge.
Definition o f ‘need'
Prior to presenting a speculative model of some of the processes involved in assessing 
need, a definition of ‘need’ will be given. In so doing, the intention is to move beyond 
the stance of Stevens & Gabbay (1991), who defined need as health care from which 
people can benefit, with demand being what people ask for. They recognised that a 
range of influences can impact on both need and demand. However, they did not 
explore the implications of this stance, namely that need is not an objective concept. If 
need is changeable, then it is inappropriate to use the term as if it were a static 
concept. Rather, a need arises as the outcome of a complex series of influences, which 
are not yet well understood. Thus the normal practice of using a staff-rated assessment 
as the objective measure of need {i.e. ability to benefit) may be overly optimistic about 
the objective nature of staff assessment. Furthermore, using the staff assessment in this 
way assumes that the patient assessment of need is “even more changeable” (Stevens 
& Gabbay, 1991, p.21), which may implicitly devalue the patient’s perspective.
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Therefore, ‘need’ will be defined as an assessment by the patient or the member o f  
staff that a problem actually or potentially (in the absence o f ameliorating help) exists 
within a specified domain. This can be compared with the taxonomy of needs 
proposed by Bradshaw (1972), in which a need assessed (or “felt” and reported) by the 
patient is said to be expressed, and a need assessed by the staff is normative. 
Superficially, this taxonomy fits the current definition of need. However, a normative 
need {i.e. professional judgement) in Bradshaw’s taxonomy is assumed to be 
objective, an assumption not made in the current definition.
Two corollaries follow from this definition of need. Firstly, it is possible for a need to 
be identified by either staff or patient for which there is as yet no consensus about the 
best response from mental health services. Examples of such needs include being 
single or having a lack of meaning in life. Secondly, identifying a need does not 
differentiate between what is necessary and what would be desirable but is not 
necessary. This is appropriate, since this judgement is subjective. For example, some 
people would argue that having a car is a necessity for modem life, whereas others 
would see it as desirable but not necessary.
Needs are either met or unmet. A met need occurs where the patient or member of 
staff judges that there is currently not a problem in the domain, but that this is due to 
ongoing help, and that a problem would exist if it were not for the help provided. A 
met need in the domain of psychotic symptoms might be rated by a symptom-free 
schizophrenic patient who receives depot medication, and relapses when not on 
medication. An unmet need occurs where the patient or member of staff judges that 
there is currently a problem in the domain, whether or not any help is currently being 
provided. An unmet need might be rated by a patient with schizophrenia who, despite 
receiving depot medication, experiences severe and persistent psychotic symptoms.
It will be argued that a range of factors impact on both staff and patient assessments of 
need. The elaboration of some of the factors influencing assessment of need is the 
subject of this thesis.
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Does it matter who assesses need?
Two schedules have been developed which allow the explicit comparison of staff and 
patient assessments of need. The Bangor Assessment of Need Profile (BAN?) assesses 
the perceptions of patient and their key-workers as to whether current functioning is 
below “normal or ordinary” functioning, as defined by the respondent (Carter, Crosby, 
Geertshuis & Startup, 1996). In other words, respondents are encouraged to make an 
assessment of comparative need (Bradshaw, 1972). 32 domains of life are assessed, 
including shopping, washing, getting up, money, safety, acceptance, medication, and 
motivation. Comparison of the responses of staff and 57 severely mentally ill patients 
indicated that agreement on the presence or absence of need ranged from 28% to 90%, 
with the average pair agreeing on 60% of domains. However, the mean kappa 
coefficient was 0.25 (range 0.06 to 0.6), suggesting poor agreement beyond chance 
(Landis & Koch, 1977).
The Camberwell Assessment of Need (CAN) also allows comparison between staff 
and severely mentally ill patient assessments of need (Phelan et al., 1995). It assesses 
need in 22 domains, including accommodation, food, physical health, psychotic 
symptoms, safety to self, alcohol, sexual expression and transport. (A full list of 
domains assessed is shown in Table 6). The presence of a met or unmet need is rated 
for each domain in separate ratings by the patient and the staff member. A met need 
occurs where the rater judges that a problem exists which is ameliorated by help from 
either formal sources {e.g. mental health services) or informal sources {e.g. friends or 
family). An unmet need occurs where there is a problem which is not ameliorated by 
any help (either because no help is given or because the help is ineffective).
Two studies using the CAN to compare staff and patient assessments of need have 
been completed. In the first study (n=49), psychotic patients rated an average of 7.9 
areas of need, compared with 7.5 rated by staff (Slade, Phelan, Thomicroft & 
Parkman, 1996). However, there was moderate or better agreement on the existence of 
a need for only 6 of the 22 domains. The second study was larger (n=137), and found 
that psychotic patients rated on average 6.7 needs, compared with 6.1 needs rated by
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staff (Slade, Phelan & Thomicroft, submitted). The difference between staff and 
patient ratings was accounted for in this study by disagreement on unmet needs, with 
substantial agreement present for met needs. There was at least moderate agreement 
on the presence of need for 15 domains, and on the need rating (“No need”, “Met” or 
“Unmet”) for 12 domains. The 3 domains for which there was only slight agreement 
on presence of need were sexual expression, information (about condition and 
treatment) and safety to others. In the first study these were three of the five domains 
for which no or only slight agreement was found. For the other 2 domains - benefits 
and company - only fair agreement was found. This suggests that there may be some 
consistency in which types of problems have poor staff-patient agreement. The best 
agreement was for areas such as child care, accommodation, food, psychotic 
symptoms and physical health. All these areas have specific service responses, such as 
supported housing, meal provision, and prescription of medication. This may mean 
that they are the areas where there has already been negotiation between staff and 
patients about the type and extent of problems being experienced. For problems where 
there is a less well-defined service provision, such as having sexual difficulties, poor 
agreement may be due to staff not having assessed the area.
To summarise the results from three studies using two different schedules, it appears 
that there are differences between the assessments of need made by staff and severely 
mentally ill patients. Furthermore, there is some evidence to suggest consistent 
differences, in particular in patients rating more unmet needs than staff.
Why do staff and patient assessments o f  need differ?
A number of factors might account for the observed discrepancies between 
assessments of need made by staff and severely mentally ill patients. Possible factors 
include staff and patient characteristics, the assessment tool, and the existence of 
genuine differences.
In terms of staff characteristics, the professional background of staff influences what 
areas of life they prioritise (Slade, 1996a), which may impact on how they assess
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unmet needs. Similarly, the staff ratings of need may be less reliable than patient 
ratings, due to lack of full knowledge of the patient’s circumstances (MacCarthy, 
Benson & Brewin, 1986). If the goal of a staff assessment is to identify problems 
which can be alleviated by the provision of help, then this may require full knowledge 
of the patient, normative data for the domain in question, and what solutions if any 
exist for the problems the patient has. For example, assessing a patient who has been 
bereaved involves understanding the meaning of the event to the patient, knowledge of 
what is normal and abnormal grieving, and an understanding of the relative impacts of 
various types of interventions. Lack of knowledge on the part of staff may particularly 
impact on rating a need as unmet, since one reason a need may be reported as unmet 
by the patient but not reported as a problem by the staff is if the member of staff is 
unaware of the problem. Finally, there may be a staff bias towards rating needs which 
are met rather than unmet, either because they rate a need as met unless they have 
evidence to the contrary or they see their rating as reflecting on their competence.
Patient symptomatology may impact on their assessment of unmet need. This might 
account for the increased patient ratings of unmet need, since staff will not rate the 
domain as a need. An example of this might be a paranoid patient who believes that 
their neighbours are persecuting them or that their food is being poisoned. However, 
the agreement between staff and patient on the presence of accommodation or food 
needs was among the highest in both comparison studies using the CAN. Furthermore, 
some symptoms would lead to a lower rating of need, such as lack of insight leading 
to under-rating of psychotic symptoms.
The assessment tool may influence the level of assessed need, if there were systematic 
differences in the way staff and patients rate the CAN. One explanation would be that 
staff are rating problems which they see as directly attributable to the mental health 
problem, whereas patients are rating all their needs, regardless of cause. An example 
might be a practitioner who does not rate needs caused by social deprivation. A 
second reason might be that staff are rating the patient’s disability, whereas patients 
are rating their handicap. In other words, the staff rate needs on the basis of how far
Main research
210
specific competencies are impaired, whereas patients rate needs in terms of the social 
consequences. An example of this might be a professional who rates their patient as 
having the social skills necessary to form and maintain friendships, whereas the 
patient rates the domain of company as an unmet need because they want more 
friends. A third possibility would be that staff rate what they perceive as necessary, 
whereas patients rate what they perceive is desirable. An example of this would be 
where the staff rate “No need” for telephone access since the patient knows how to use 
a pay-phone, whereas the patient rates telephone access as a need because they would 
like a telephone in their own home.
Finally, there may be genuine differences of perception between staff and patient, 
which are not due to rater bias or lack of reliability in the assessment schedule. The 
expectations of staff about what constitutes a problem will be informed by their 
cultural, social, educational and professional background, all of which may be 
different from the patient’s. For the patient, identification of a need is also informed 
by a range of factors, including self-knowledge, expectations and past experiences of 
what is normal for them. Some of these factors are shown in Figure 1. It may be that 
what a patient deems unacceptable (and rates as an unmet need), the professional in 
full knowledge of all relevant information does not assess as a need.
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Figure 1 : Factors influencing perceptions of need 
(amended from Slade, 1994)
A model o f needs assessment
A model which appears to incorporate some of these speculative cause of differences 
in needs assessment is shown in Figure 2.
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Figure 2: Model of patient assessment of need
This model attempts to capture what happens when a patient is asked if they have a 
problem in a particular domain. It is hypothesised that beliefs act as mediators 
between the patient’s experience of their environment and their reporting of a need. A 
‘mediator’ is a variable which accounts for the relation between the predictor 
(environment of the patient) and the criterion variable (patient report of need) (Baron 
& Kenny, 1986). In this model the three cognitive mediators - beliefs about the world,
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standards and reporting factors - each influence the association between the patient’s 
environment and their report of a need.
Each component of the model will now be elaborated. The environment of the patient 
includes all states and events which impact on the patient and are at least potentially 
observable and measurable. This includes the external world in which events occur, 
the social world in which symbolic interactions occur, and the biochemistry of the 
patient.
The first internal process involves the patient forming a perception about their current 
state. This perception is mediated by their beliefs about the world, and their chosen 
reference group. For example, someone whose home does not have a telephone may 
perceive this as normal (if their reference group also tend to live in homes without 
telephones) or below what is normal (if their reference group tend to live in homes 
with telephones). Note that this judgement is not the same as identifying not having a 
telephone as a need, since the person may not want a telephone in their home. Thus 
perception of current state is with reference to the outside world, whereas perception 
of whether the current state is a problem {i.e. identification of a felt need) is based on 
personal standards.
The second internal process involves the patient comparing their perception of their 
current state with their standards. Standards are beliefs the patient holds about what 
they expect for himself or herself. If their standards are higher than their perceived 
current state, then a need is felt. The standard which is tested against may be the 
patient’s beliefs about what is an acceptable standard for them {i.e. what they feel is a 
necessity) or what standard they would like to have attained {i.e. what they desire). 
For some patients these are the same, and for other patients they may report that they 
would like things to be better, but can accept the current situation. In either case, the 
standard is subjectively defined by the patient.
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The third process involves a decision about whether to report the need. A felt need 
may not be expressed by the patient for a number of reasons. Fear of the consequences 
may stop a sex offender from reporting his or her need for help. Poor rapport or 
paranoid beliefs towards staff may mean the patient does not trust them, or believes 
that they would not help, even if they could. The patient may feel that they can solve 
their problems without help (i.e. an internal locus of control), so not report a need. 
However, even if they feel that they could solve the problem themselves they may feel 
that they should get help with it, as exemplified by a homeless patient who reports “I 
could go back and live with my parents, but I’m ill, so I should be found somewhere 
to live”. The patient’s attributional style may influence whether they report a need. 
They may think that it is their own fault that they are depressed (and so not report a 
need), or they may think that they feel low because of the actions of other people (and 
so report a need). Finally, a belief that no solution exists may impact on whether the 
felt need is expressed. If all these reporting factors allow, then the need is expressed. 
Similarly (though beyond the scope of this thesis), an expressed need may not be felt, 
for example when a patient attempts to manipulate a member of staff by falsely 
reporting suicidal ideation.
This model implicitly informs practice already, which can be illustrated by identifying 
a number of assumptions underpinning current mental health care. Each component of 
the model will be discussed.
The impact of manipulating the patient’s external environmental can be measured by 
observation, and the effect of biochemical manipulation can be measured by medical 
tests (e.g. level of serotonin uptake). The assumption that manipulation of the external 
environment leads to lower levels of reported need justifies the provision of 
‘observable’ services, such as day centres, hospital wards, befriending services and 
special needs housing. The assumption that the patient’s biological environment can 
be manipulated to reduce their needs justifies the use of pharmacotherapy.
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It is assumed that the patient’s perception of their current state impacts on whether 
they experience it as a need. Thus with an older adult who is anxious about their early- 
morning waking, it may be helpful to discuss the normality of reduced need for sleep 
amongst the elderly, since changing their beliefs about their reference group may 
reduce their anxiety. This can help the patient by changing their perception of their 
current state (e.g. “I am sleeping a normal amount for someone of my age”).
It is assumed that standards which the patient holds will influence their psychological 
well-being. For example, an older adult who is finding it difficult to cope with the 
physical effects of ageing because of their high personal standards may be given 
counselling to help them come to terms with the ageing process, and consequently to 
lower their standards.
Finally, the depressed patient who is reporting disabling symptoms but says “Oh, 
don’t bother about me” may be offered assistance anyway, since it is assumed that it is 
a symptom of their depression that they are not expressing their felt need.
Does this model account for disparities in needs assessment?
In itself this model is of mainly academic interest. However, it is also hypothesised 
that there is an equivalent parallel process involved in staff assessments of need. This 
model will not be elaborated in as much detail, but involves the member of staff 
forming a perception of the patient’s current state in terms of a chosen reference 
group, the identification of a need for that patient on the basis of comparison between 
their perceived current state and the member of staff’s standards for that patient, and 
then the decision to report a need, which may also be influenced by a range of factors, 
such as the wish to look competent (leading to an under-assessment of need once an 
intervention has been made) or to demonstrate the dependency of the patients in their 
case-load (leading to an over-assessment of need).
This model of staff and patient assessments of need can be illustrated by a case 
example. Roger is a 32 year old man who lives on his own. He meets a friend for
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lunch at a day centre twice a week, but has little other meaningful social contact. 
Roger is asked whether he needs help in making more friends. He knows that most 
people have more friends than he does, and so his perception about his current state is 
that he does not have many friends. However, he has never had many friends, and 
does not really mind {i.e. low standards). Therefore he reports that he does not have a 
need for help in this area. Roger’s nurse knows that Roger only sees one friend in the 
week, and believes this to be low compared with cultural norms. The nurse, however, 
believes that Roger’s social isolation would benefit from increased social contact, and 
hence identifies that Roger needs help in this area.
In this model of needs assessment, staff and patient assessment of need can differ due 
to four possible reasons, which will be illustrated with reference to identifying a need 
for accommodation. Firstly, staff assessments may be based on different views of the 
patient’s environment. The member of staff may never have seen the patient’s home, 
and so be basing an assessment of there being no need on the absence of complaints 
from the patient. Secondly, staff and patient beliefs about the world may differ. Staff 
beliefs about the quality of housing which a patient can expect may be normative, 
based on local availability for unemployed people with mental health problems. 
Patient beliefs may be criterion-based, and influenced by sociocultural norms for the 
population. In such a case the staff member may assess that there is no need for help 
with housing, whereas the patient reports a need for better housing. Thirdly, there may 
be differences in standards. The patient may, on the basis of their up-bringing, have 
high standards for accommodation, whereas the staff do not think these standards are 
‘realistic’. Finally, there may be differences due to reporting factors, such as the staff 
not reporting an accommodation need because they know that there is no local 
availability of special needs housing.
If this model of staff and patient assessments of need can account for why staff and 
patients disagree over the patient’s needs, then it has the potential to improve clinical 
practice. Specifically, the shift towards empowering patients to make choices about 
their care requires a move away from providing care purely on the basis of staff
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assessments. A better understanding of why staff and patients differ will inform 
decisions about whose views to prioritise, when there is disagreement.
Aims
The aim of this study is to investigate whether (i) standards, (ii) expectations of help 
from others, and (iii) attributional style of patients with a functional psychosis make it 
more likely that they will report a need. These psychological characteristics were 
chosen to correspond with the mediating belief sets in the proposed model of needs 
assessment, with standards relating to the second belief set (labelled “Standards” in 
Figure 2) and expectations of help from others and attributional style relating to the 
third belief set (labelled “Reporting factors”). It is suggested that any of these 3 
characteristics will have a ripple-through effect which impacts on expression of need. 
The model will be tested on patients with a diagnosis of functional psychosis, 
although it is not specific to that patient group.
Some issues in. measuring these 3 constructs will be discussed, prior to presenting the 
hypotheses. This discussion is informed by the pilot study (Slade, 1996b).
Different patients will have different levels of need. Therefore some means of 
identifying high and low need-reporting patients is required, so that the impact of 
psychological characteristics can be investigated. Ideally an objective measure of 
needs would be compared with patient assessments to identify discrepancies. Such a 
measure does not exist. As a proxy measure, the staff rating will be used for 
comparison with patient ratings.
Two schedules exist which allow comparison between staff and patient perceptions of 
need: the Bangor Assessment of Need Profile (BAN?) (Carter et al., 1996) and the 
Camberwell Assessment of Need (CAN) (Phelan et al., 1995). The CAN is preferable 
for two reasons. Firstly, only test-retest and inter-rater reliability is reported for the 
BANP, whereas the established psychometric properties for the CAN include in 
addition face, consensual, and content validity. Secondly, the BANP assesses
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comparative need, whereas the CAN is more open-ended in just asking if there is a 
problem in each domain. It therefore assesses the perceptions of the respondent, which 
accords with the definition of need which is being used in this study. The CAN was 
therefore chosen as the needs assessment schedule for this study. The staff and patient 
CAN rating will be compared, to identify those patients who are rating more (or less) 
needs than their member of staff. Psychological characteristics (standards, etc.) will be 
compared with the staff-patient discrepancy in the CAN rating.
Since the staff rating is being used as the best approach to an objective measure of 
need, it is important that this be a reliable measure. In the original CAN reliability 
study (Phelan et al., 1995), the inter-rater reliability was assessed by having 2 
interviewers rate the same interview with an interviewee (staff or patient), and the test- 
retest reliability was assessed by re-interviewing a week later. On the basis of this 
study, it was concluded that the CAN was acceptably reliable.
What was not tested was any variation between different staff assessing the same 
patient. One source of variation between staff and patient assessments may be 
psychological characteristics of the individual staff member. However, the fact that 2 
separate studies using different cohorts (Slade et ah, 1996; Slade et al., submitted) 
have found a consistent difference between staff and patient assessments suggests 
some reliability in the level of staff (and patient) assessments. Variance which is due 
to characteristics of the staff will be considered in this study by asking the same 
member of staff about several patients. This will allow a trend to be identified if an 
individual member of staff is consistently over- or under-assessing need (compared 
with patient assessments).
Hypotheses 1 and 2 refer to standards and expectations of help from others. These 
constructs have been discussed in the pilot study (Slade, 1996b), and previous research 
which has been completed in this area was described. In summary, neither 
dispositional optimism nor locus of control assess the same constructs, and there is no 
existing schedule which seeks to elicit standards or expectations relevant to needs
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assessment. A semi-structured interview was therefore constructed in the pilot study. 
The interview comprised 3 sections. Section 1 assessed expectations of personal well­
being (e.g. “Do you expect to be physically well most of the time?”), Section 2 
assessed expectations about help from others (e.g. “If you are physically unwell, do 
you expect other people to help you?”), and Section 3 assessed mediating factors 
which influence self-assessment of need (e.g. “What makes a difference to whether 
you feel physically well?”).
Piloting of the questionnaire indicated that meaningful information was elicited in 
Sections 1 and 2, but not in Section 3. The exception to this was question 2.6 (“Do 
you expect to get help with any health or social problems most of the time?”), which 
in retrospect can be seen to be ambiguous and closely linked with question 1.6 (“If 
you need help from services, do you expect it to be available most of the time?”). The 
open questions of section 3 proved difficult for 2 of the 3 patients, probably because of 
a combination of factors including the wording, the complexity of the concepts being 
addressed, and tiredness by the end of the interview. The responses of the third patient 
to Section 3 were difficult to interpret.
For this study Section 3 of the unstructured interview was deleted, and the headings 
and form of remaining questions were reworded to make them easier to understand. 
Sections 1 and 2 were changed into forced-choice belief statements with ratings of 
“All the time”, “Some of the time” or “None of the time”. Question 6 from Section 1 
was removed. The resulting questionnaire was called the ExSel (Expectations of Self), 
and is shown in the Appendix.
Hypothesis 3 refers to attributional style. Attributional bias in psychotic patients was 
discussed in the pilot study (Slade, 1996b). There is evidence of attributional bias in 
this patient group, with the main focus of studies with deluded patients being the 
internality of their attributions. In brief, typical attribution biases found in depression 
research are that depressed patients make more internal, global and stable attributions 
for negative events than controls (Abramson, Seligman & Teasdale, 1978; Tennen &
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Herzenberger, 1987), whereas paranoid and non-paranoid deluded patients make more 
external, global and stable attributions for negative events than controls (Kaney & 
Bentall, 1989; Fear, Sharp & Healy, 1996). There is also evidence that the external 
attributions made by paranoid people become internal when non-obvious attributional 
tests are used, implying that persecutory delusions may serve as a defence against 
underlying low self-esteem (Lyon, Kaney & Bentall, 1994).
Most research into attributions has used the Attributional Style Questionnaire (ASQ) 
(Peterson, Semmel, Von Baeyer, Abramson, Metalsky & Seligman, 1982). However, 
the intemality sub-scale of the ASQ shows poor internal reliability (Tennen & 
Herzenberger, 1985; Reivich, 1995). The difficulty of patients in identifying the 
intemality of an event has also been reported (White, 1991). Finally, the ASQ asks 
respondents to classify the cause of an imagined situation on a 7-point Likert scale 
with anchor points of 1 = “Totally due to the other person or circumstances” and 7 = 
“Totally due to me”. Thus attributions to another person and attributions to 
circumstance are not distinguished. All these criticisms have been addressed in the 
development of the Internal, Personal and Situational Attributions Questionnaire 
(IPSAQ) (Kinderman & Bentall, 1996), which was selected for use in this study.
Hypotheses
Three hypotheses will be tested. The first hypothesis relates to a patient’s standards, 
the second hypothesis relates to the reporting factor of expectation of help from others, 
and the third hypothesis relates to the reporting factor of attributional style.
1. High standards are associated with increased needs being identified
It is hypothesised that the identification of needs is a subjective process based in part 
on a comparison between the patient’s appraisal of their current state and their beliefs 
about what they can expect. If a patient has high standards then it is more likely that 
they will assess themselves as falling short of these expectations, and identify a felt 
need.
Main research
221
2. An expectation of help from others is associated with increased needs being 
identified
It is hypothesised that a patient who expects to get help from others with their 
problems is more likely to report a felt need than someone who does not expect help 
from others.
3. A tendency to blame oneself less for negative than positive events is associated 
with increased needs being identified.
People with this self-serving cognitive bias will tend to believe that problems are not 
their responsibility - “it’s not my fault” - making it more likely that they will report a 
felt need, so as to get help.
Method
Scales
Copies of all schedules and forms used in this study are in the Appendix. The 
sociodemographic form and the ExSel questionnaire were developed for this study.
The sociodemographic form is rated by the staff, and assesses staff and patient 
characteristics. The staff characteristics assessed are their profession, the length of 
time they have known the patient, and the average number of minutes per week that 
they spend with the patient. The patient characteristics assessed are their date and 
country of birth, gender, ethnic group, diagnosis, years in contact with mental health 
services and whether ever on a section. For the ethnicity rating (made by staff), one 
patient in the study was described as mixed race (black Caribbean and white), and was 
coded as Black Caribbean so as to record the minority culture. For the diagnosis 
rating, staff were encouraged to refer to casenotes if necessary. However, their rating 
of “Schizophrenia” was often made without reference to documentation, and this 
rating should be regarded as a clinical, rather than research diagnosis.
The Camberwell Assessment of Need (CAN) assesses the presence of a met or unmet 
need in 22 domains: accommodation, food, keeping the home tidy, self care, daytime
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activities, physical health, psychotic symptoms, information about condition and 
treatment, psychological distress, safety to self, safety to others, alcohol use, (non­
prescribed) drug use, company, intimate relationships, sexual expression, child care, 
education, telephone, transport, (ability to manage) money, and benefits (Phelan et ah, 
1995). For each domain, examples are given in the CAN for what constitutes a need, 
and the “need rating” is made on a 3 point scale: “0 = no problem; 1 = no/moderate 
problem because of continuing intervention; and 2 = current serious problem”. A 
rating of 9 is used for “not known”. In this study a rating of “Not known” was treated 
as a rating of “No need”, since if a problem was not known about then no help would 
be given. Administration involves separate interviews with patients and staff, with the 
interviewer rating the responses of the interviewee.
In the full version, further questions are asked on any domain for which a need is 
identified. For the purposes of this study, however, this level of assessment was not 
necessary, so the CANS AS (Camberwell Assessment of Need: Short Appraisal 
Schedule) was used. The CANSAS is a shortened version of the CAN, and involves 
only assessing the need rating for each domain.
CAN data can be analysed at the level of individual domains or globally. For either 
level of analysis, staff or patient responses can be used. At the individual domain 
level, the need rating describes whether the domain is rated as a met need, an unmet 
need or not a need. Analysis at the global level involves calculating the total number 
of needs (need rating = 1 or 2) rated by a respondent, and the total number of met 
(need rating = 1) and unmet (need rating = 2) needs. The total number of needs will be 
the sum of the total number of met and unmet needs, and will range between 0 and 22. 
At this level the CAN discrepancy score can be calculated, by subtracting the staff 
rating from the patient rating for total, met or unmet needs. Unless otherwise stated, 
the CAN discrepancy score will refer to the discrepancy in rating of total number of 
needs. This will be used to identify over- or under-rating of needs by the patient.
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The Expectations of Self (ExSel) questionnaire assesses the respondents’ personal 
standards and their expectations of help from others. Personal standards are elicited by 
asking about their general expectations of feeling good about their life, along with 
specific expectations in the domains of physical and emotional well-being, company 
and coping with the day-to-day demands of life. Expectations of help from others are 
assessed by asking if the respondent expects to sort out problems both in general and 
in the specific domains of physical or emotional well-being, friendships and day-to- 
day demands. A final question asks about their expectations of availability of help 
from services. All responses are rated either “All the time”, “Some of the time” or 
“None of the time”, which are converted into ratings of 1, 2 or 3 respectively. The 
responses are reversed (by subtracting them from 4) for the questions on standards and 
the question on expectations about the availability of services, so that a high score 
shows high standards or expectations of help from others.
Administration of the ExSel is verbal, with the interviewer rating responses, and 
asking clarifying questions where necessary. Where a patient responds with an answer 
which is close to either of the anchor points “All the time” or “None of the time”, this 
is rated as the anchor point. For example, “Most of the time” is rated as “All the time”. 
This is to avoid a bias towards neutral responses (i.e. “Some of the time”). Another 
approach would have been to use a 5-point scale, but the pilot study indicated that 
patient responses were difficult to categorise, so a simple 3-point scale was used. If a 
patient is unable to give a response to the general question, then the question is 
rephrased into a closed question concerning an anchor point, until a rating can be 
made. For example:
Rater: If you are physically unwell, do you expect to sort it out yourself all 
the time, some of the time, or none of the time?
Patient: indeterminate response
Rater: If you are physically unwell, do you expect to sort it out yourself all 
the time?
Patient: No, not all the time
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Rater: If you are physically unwell, do you expect to sort it out yourself some 
of the time?
Patient: Yes, some of the time
Five summary ratings can be computed from the ExSel responses, comprising two 
which refer to standards and three which refer to expectations of help from others. The 
two summary ratings about standards are SLIFE and SSUB. SLIFE is the expectation 
of feeling good about life in general, and SSUB is the mean rating of expectations of 
well-being for the 4 sub-domains (physical and emotional well-being, company and 
day-to-day activities). The three summary ratings about expectations of help from 
others are EPROB, ESUB and ES VC. EPROB is the expectation of help for problems 
in general, ESUB is the mean rating of expectations of help for the 4 sub-domains 
(physical and emotional well-being, company and day-to-day activities), and ES VC is 
the expectation of help from services being available. All summary scores will lie 
between 1 and 3 inclusive.
Hypothesis 1 (high standards are associated with increased needs being identified) will 
be investigated by testing whether a high discrepancy in CAN ratings of need {i.e. 
patients rating more needs than staff) is associated with high scores for SLIFE and 
SSUB. Hypothesis 2 (an expectation of help from others is associated with increased 
needs being identified) will be investigated by testing whether a high discrepancy in 
CAN ratings of need is associated with high scores for EPROB, ESUB and ES VC.
The Internal, Personal and Situational Attributions Questionnaire (IPSAQ) has 32 
items, consisting of 16 positive and 16 negative social situations such as “A friend 
thinks you are clever” and “A friend ignored you” (Kinderman & Bentall, 1996). 
Administration was amended in two ways from the original instructions, based on 
findings from the pilot study (Slade, 1996b). Firstly, administration was changed from 
written to verbal. Secondly, asking subjects to self-rate whether the cause was internal, 
personal or situational proved too difficult for respondents in the pilot study. 
Administration was therefore amended so that the response to “What caused your
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friend to...?” was recorded verbatim, and then subsequently categorised by the rater as 
being something about the respondent, something about the other person or other 
people, or something about the situation (circumstances or chance). If the response 
could not easily be categorised in this way, then clarifying questions were asked (e.g. 
“Jealousy in whom?”). Administration was discontinued if the patient gave 3 
responses which could not be rated.
Six IPSAQ sub-scale scores are generated by summing the number of internal, 
personal or situational attributions for positive and negative items. Cognitive bias 
scores can be calculated from these sub-scales. The cognitive bias score which is 
relevant to this study is Externalizing Bias (EB), which is calculated by subtracting the 
number of internal attributions for negative events from the number of internal 
attributions for positive events. EB is an integer which can range between -16 and 
+16, and high EB indicates a tendency to attribute more positive events than negative 
events to internal causes, i.e. a self-serving attributional bias. Hypothesis 3 (a tendency 
to blame oneself less for negative than positive events is associated with increased 
needs being identified) will be investigated by testing whether a high discrepancy in 
CAN ratings of need (i.e. patients rating more needs than staff) is associated with high 
EB (i.e. a tendency to attribute more positive events than negative events to internal 
causes).
Sample
The sample size was calculated using a power analysis (Altman, 1982). The power 
level chosen was 0.8 and the significance level was 0.05. The power level is an 
indication of the possibility of a Type II error (i.e. a false negative), which in this case 
has a probability of 1 - 0.8 = 0.2. This is higher than the probability used for 
identifying a positive finding (normally 0.05), since there is a greater concern with 
Type I errors so as to avoid spurious positive findings.
Since the staff and patient need ratings were for the same person, paired comparisons 
were used. From a previous study (Slade et al., submitted) the standard deviation of
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the differences between staff and patient ratings of need (n=133) was 3 (1 s.f). A 
clinically significant level of difference was defined as occurring when the patient 
rates 1 more need than the staff. This implies that the standardised difference is (2 * 1) 
/ 3 = 0.66. Using the means comparison nomogram from Altman (1982), this gives a 
sample size of 70, i.e. 35 pairs of staff and patients.
The 35 staff-patient pairs were recruited from three South London Community Mental 
Health Teams (CMHTs). CMHT 1 was the pilot study site (n=3), and covered an inner 
London population of 46,125, with an average Jarman Underprivileged Area (UFA) 
score of 23.7 (based on 1991 OPCS census data). The Jarman UFA score is a measure 
of social deprivation, with 0 as the national average and higher scores indicating more 
deprivation (Jarman, 1983). CMHT 1 comprised 1 consultant psychiatrist, 1 senior 
registrar, 1 registrar, 6 community psychiatric nurses, 1 clinical psychologist, and 1 
occupational therapist. CMHT 2 (n=T7) covered an inner London population of 
33,153 with a Jarman UFA score of 29.0. The team comprised 1 consultant 
psychiatrist, 1 registrar, 3 community psychiatric nurses, 1 clinical psychologist, 2 
occupational therapists, and external social work provision as needed. CMHT 3 
(n=15) covered an outer London population of 33,246 with a Jarman UFA score of - 
1.5. The team comprised 1 consultant psychiatrist, 0.5 senior registrar, 2 senior house 
officers, 3 community psychiatric nurses, 0.25 clinical psychologists and 0.7 
occupational therapists, with social workers available as a shared resource with other 
teams.
Inclusion criteria were having a diagnosis of functional psychosis, being aged over 18, 
and being judged by staff as being well enough to be interviewed. Subjects were 
recruited when they attended either depot clinics or out-patient appointments. Some 
eligible patients refused to be involved, either because they were too busy to be 
interviewed immediately, or did not want to be interviewed. No details were collected 
about the patients who were eligible but refused involvement, since nursing staff did 
not keep records of who they had asked and reasons for refusal.
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Administration
At the end of their depot clinic or out-patient appointment, staff briefly outlined the 
study and asked the patient if they were willing to be interviewed. If they consented, 
then they were taken to the interviewer (MS), who provided a written information 
sheet and verbally explained the study in more detail. The explanation covered the 
aims of the study and the types of questions, the voluntary nature of participation, 
confidentiality, and the separate staff interview. When written consent for involvement 
was obtained, the 3 scales (CAN, IPSAQ and ExSel) were administered. Order of 
administration was rotated, to control for order effects (such as tiredness and rapport).
The description given prior to administration of the CAN was “This questionnaire 
looks at whether you have any problems or difficulties in a wide range of areas, and 
whether you get any help from friends, relatives or services”. The opening questions 
for each domain are shown on the CANSAS (see Appendix), and further clarifying 
questions were asked if necessary (e.g. “Are you happy with your social life?” - “I 
suppose so” - “Do you have enough friends?”). Administration of the IPSAQ was 
prefaced by saying “This questionnaire asks you to imagine a whole range of things 
happening, many of which may never actually have happened to you. For each one, I 
will ask you what the cause was. So, for example, imagine that a friend gave you a lift 
home. What caused your friend to give you a lift home?”. The administration of the 
ExSel was prefaced by “This is a short questionnaire asking you about your standards 
and what you expect from life”. The patient interview took about 25 minutes.
The member of staff was then interviewed separately. This interview took place as 
soon as possible after the patient interview. The average was 4.1 days later (range 0 to 
28), with all but 4 within 8 days. This was not always the person who had just seen the 
patient, for example when a nurse who did not know the patient well had been 
providing cover at the depot clinic. Normally the key-worker was interviewed. Where 
possible, the same member of staff was interviewed about several patients, to allow 
examination of bias in their rating. The staff interview comprised sociodemographic 
details of the patient and the CAN, and took about 10 minutes.
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The only variation to this administration was the first 3 staff-patient pairs, who were 
interviewed for the pilot study (Slade, 1996b). In one of these interviews the member 
of staff was interviewed first, and the patient interview took place 14 days later. For 
these 3 pairs, no information was gathered about how long the staff member had 
known the patient or when they first met, and the ExSel was retrospectively rated from 
the responses in the semi-structured interview.
Analysis
All statistical analysis was carried out using SPSS for Windows Version 6.0. The 
difference between the mean staff and patient CAN ratings was tested using an 
independent samples t-test (Table 3). The correlation between staff and patient ratings 
was calculated using Pearson’s correlation coefficient. It should be noted that the data 
were not independent (since some staff rated more than one patient), as they should be 
for a correlation. An alternative approach of using only one staff-patient pair for each 
member of staff would have meant ignoring much of the patient data. This correlation 
should therefore be treated with caution. Agreement in the individual domains was 
assessed using kappa coefficients (Table 6), where a value of 1 indicates perfect 
agreement and a value of 0 indicates that agreement is no better than chance. A 
categorisation suggested by Landis & Koch (1977) is that agreement indicated by a 
kappa coefficient can be slight (up to 0.2), fair (0.21 to 0.4), moderate (0.41 to 0.6). 
substantial (0.61 to 0.8) or almost perfect (0.81 to 1.0).
Correlations involving ExSel summary ratings were estimated using Spearman’s rank 
correlation coefficient - a non-parametric measure was appropriate since the scores 
were ordinal. Correlations involving IPSAQ scores were estimated using Pearson’s 
correlation coefficient.
The hypotheses were tested in two stages. Firstly, the disparity in staff-patient ratings 
(i.e. the CAN discrepancy score) was correlated with each of the psychological 
variables (standards, expectation of help from others, and attributional style). 
Secondly, multiple regression was used to identify predictors of the disparity in needs
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assessment (Tables 11 and 12). Predictors to be tested were the psychological and 
sociodemographic characteristics of the patient, on the basis that the psychological 
variables are mediators, and sociodemographic and psychiatric history characteristics 
are moderators (Baron & Kenny, 1986). The sample size was relatively small given 
the number of variables used, so the results of the multiple regression should be 
treated with caution.
Multiple regression with backward elimination (p(F)>0.1) was used, with the variables 
grouped into 3 blocks, and selection criteria for each block used before the next block 
was entered. The first block comprised 4 sociodemographic variables - age, gender, 
ethnicity, and whether UK bom. Dummy variables were used for the ethnicity 
categories of white, black Caribbean and Asian. The second block comprised 4 
psychiatric characteristics - length of contact with services, whether ever sectioned, 
mean contact minutes per week with staff, and number of-years known by staff. 
Diagnosis was not used, due to the homogeneity of the sample. The third block 
comprised 12 psychological variables - SLIFE, SSUB, ELIFE, ESUB, ESVC, EB, and 
the number of internal, personal and situational attributions for positive and negative 
events.
Multiple regression was also used to identify predictors of absolute levels of patient 
need ratings (Tables 13 and 14). The predictors to be tested were the psychological 
and sociodemographic characteristics of the patient, and the need ratings of the staff. 
Multiple regression with backward elimination (p(F)>0.1) was used, with the variables 
grouped into 4 blocks, and selection criteria for each block used before the next block 
was entered. The first two blocks were the same sociodemographic and psychiatric 
characteristics as in the previous multiple regression. The third block comprised staff 
ratings of total, met and unmet needs. The fourth block comprised the 12 
psychological variables - SLIFE, SSUB, ELIFE, ESUB, ESVC, EB, and the number 
of internal, personal and situational attributions for positive and negative events.
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Results
The mean age of the patient cohort was 44 years (range 22 to 68), and their 
sociodemographic characteristics are shown in Table T
Sex Male 20 (57%)
Female 15 (43%)
Ethnicity white 22 (63%)
black Caribbean 8 (23%)
Asian 4 (11%)
black African 1 (3%)
UK bom 24 (69%)
non-UK bom 11 (31%)
Service contact
Time since first contact with psychiatric services (years) 
0-4 7 (20%)
5-9 6 (17%)
10-14 6 (17%)
15-19 5 (14%)
20-24 5 (14%)
25-40 6 (17%)
Mean years in contact with mental health service: 13.9 (range 0.5 tc
Ever treated under the Mental Health Act: 26 (74%)
Clinical diagnosis
Schizophrenia 34 (97%)
Manic depressive psychosis 1 (3%)
Table 1: Sociodemographic characteristics of patients (n=35)
There were 3 types of missing data. Firstly, CAN staff ratings of “Not known” (need 
rating = 9) were made for the domains of sexual expression (n=24), intimate 
relationships (n=5), transport (n=5), benefits (n=4), education (n=3), information 
(n=3), telephone (n=3), company (n=2), money (n=2), food (n=2), alcohol (n=l), child 
care (n=l), psychological distress (n=l), and looking after the home (n=l). These were 
treated as ratings of “No need”.
Main research
231
Secondly, 9 patients were not able to complete the IPSAQ. Of these 9 patients, 2 
(22%) were male, 5 (56%) were white, 2 (22%) black Caribbean, 1 (11%) Asian and 1 
(11%) black African, 5 (56%) were bom in the UK, and their mean age was 47 years 
(range 28 to 68). Their mean length of contact with psychiatric services was 15.1 years 
(range 2 to 37), 8 (89%) had been on a Mental Health Act section, 8 (89%) had a 
diagnosis of schizophrenia and 1 (11%) of manic depressive psychosis. It is concluded 
that patients who did not complete the IPSAQ are similar in sociodemographic and 
psychiatric characteristics to the full cohort, except that a greater proportion were 
female.
Thirdly, data on length and intensity of contact with staff were not collected for the 3 
pilot study patients, 1 of whom did not complete the IPSAQ. This gives a total of 11 
patients for whom full data were unavailable, and who were not included in the 
multiple regression (Tables 11-14). 4 (36%) were male, 7 (64%) were white, 2 (18%) 
were black Caribbean, 1 (9%) was Asian and 1 (9%) black African, 7 (64%) were bom 
in the UK, and their mean age was 48 (range 28 to 68). Their mean length of contact 
with psychiatric services was 17.5 years (range 2 to 37), 9 (82%) had been on a 
Mental Health Act section, 10 (91%) had a diagnosis of schizophrenia, and 1 (9%) of 
manic depressive psychosis. It is concluded that the 11 patients excluded from the 
multiple regression are similar in sociodemographic and psychiatric characteristics to 
the 24 included patients, except that a greater proportion were female.
11 staff were involved in the staff interviews, comprising 8 psychiatric nurses and 3 
psychiatrists. Details of their characteristics are shown in Table 2.
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Nurses Psychiatrists Total
(n=8) (n=3)
Number of 29(83%) 6(17%) 35
interviews
Mean months in 16.2 * 12.3 15.5
contact with (1 to 120) (0 to 18) (0 to 120)
patient (range)
Mean contact 11.3* 1.3 9.5
minutes per week (2 to 30) (0.5 to 2) (0.5 to 30)
with patient 
(range)
* Contact details were not collected for the 3 pilot interviews, which involved 2 
nurses
Table 2: Characteristics of staff (n = 11)
The psychiatrist with a rating of 0 for months in contact had only met the patient on 
the day of the interview. Psychiatrists normally saw patients only for out-patient 
appointments, whereas nurses typically saw patients more regularly for depot clinic 
appointments, accounting for the disparity in contact time.
The mean ratings of total, met and unmet need for staff and patient are shown in Table 
3. The CAN discrepancy is the mean difference, calculated by subtracting the staff 
rating from the patient rating. Staff and patient ratings of met, unmet and total needs 
were normally distributed, and a parametric test was used. The t-test results indicate 
that there is a significant difference between staff and patient ratings of unmet and 
total needs, but not of met needs. The CAN discrepancy scores for total, met and 
unmet need were also normally distributed.
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Staff
rating
(sd)
Patient
rating
(sd)
CAN 95% Cl 
discrepancy of CAN 
(sd) discrepancy
Total no. of needs 6.0 (2.8) 8.0 (3.1) 2.0 (3.2) 0.6 to 3.4 
(t = 2.9, d.f. = 68, p = 0.005)
No. of met needs 4.8 (2.5) 5.5 (2.5) 0.6 (2.5) -0.6 to 1.8 
(t = 1.1, d.f. = 68, p=0.30)
No. of unmet needs 1.1 (1.6) 2.5 (2.1) 1.4 (2.7) 0.5 to 2.3 
(t = 3.2, d.f. = 68, p = 0.005)
Table 3: Staff and patient ratings of number of needs (n=35)
The correlation between staff and patient ratings for total needs was 0.41 (p=0.014), 
for met needs was 0.48 (p=0.003), and for unmet needs was -0.12 (p=0.510), 
indicating some agreement over met needs, but not over unmet needs. These results 
suggest that the disagreement between staff and patients was substantially due to 
differences in the way unmet needs were rated, rather than met needs.
The correlation between minutes per week spent with the patient and CAN 
discrepancy ratings for total needs was -0.34 (p=0.057), for met needs was -0.35 
(p=0.049) and for unmet needs was -0.07 (p=0.72). The correlation between length of 
contact and CAN discrepancy ratings for total needs was -0.01 (p=0.96), for met needs 
was -0.03 (p=0.87) and for unmet needs was -0.02 (p=0.93). Spending more time with 
patients was associated with increased agreement on met needs.
Possible bias in staff rating was investigated. If patients and staff had rated needs 
identically, the mean CAN discrepancy score would be zero. The observed 
discrepancy might therefore be explained by a systematic bias in the ratings of 
individual staff members. This was tested by considering the ratings of total number 
of needs made by the 6 staff who rated 3 or more patients. The mean ratings of total 
needs by each individual member of staff and their patients is shown in Table 4, along
Main research
234
with their mean CAN discrepancy rating. For example, staff member 1 completed 
CAN ratings on 6 patients, rating an average of 6.7 needs. The corresponding 6 
patients rated an average of 8.7 needs, a discrepancy of 2.0 needs, and their ratings 
were significantly different.
Staff No. of 
interviews
Staff
rating
(range)
Patient
rating
(range)
CAN 95% Cl 
discrepancy of CAN 
(range) discrepancy
1 6 6.7 (3 to 10) 8.7 (6 to 12) 2.0(0 to 4) -1.1 to 5.1 
(t=1.46, d.f.=10, p=0.18)
2 6 3.0 (1 to 6) 5.2 (3 to 7) 2.2 (1 to 4) 0.0 to 4.4 
(t=2.21, d.f.=10, p=O.O5)
3 6 6.3 (5 to 9) 7.2 (3 to 10) 0.8 (-3 to 5) -2.3 to 3.9 
(t=0.60, d.f.=10, p=0.56)
4 4 7.8(3 to 11) 12.0 (10 to 16) 4.3(0 to 13) -1.1 to 9.6 
(t=1.95, d.f.=6, p=0.10)
5 3 4.3 (4 to 5) 6.7 (6 to 8) 2.3 (1 to 4) 0.3 to 4.4 
(t=3.13, d.f.=4, p=O.O4)
6 3 8.3 (6 t o l l ) 7.7 (3 t o l l ) -0.7 (-5 to 3) -8.4 to 7.1 
(t=-O.24, d.f.=4, p=0.82)
Table 4: Mean discrepancy between CAN ratings of total number of needs made
by patients and individual staff
For staff member 4, one patient rated 16 needs whereas the staff rating was 4 needs. If 
this outlier is attributed to patient bias and ignored, this gives a mean CAN 
discrepancy score for staff member 4 of 1.3 (range 0 to 3). Similarly for staff member 
6, ignoring one outlier (staff rating 8 needs, patient rating 3 needs) gives a CAN 
discrepancy rating of 1.5 (range 0 to 3). If these two outlier scores are discounted, then 
this implies that the CAN discrepancy score for 5 of the 6 staff ranges between 1.3 and 
2.2, which compares favourably with the overall mean CAN discrepancy score of 2.0, 
and suggests that the difference between ratings is not attributable to systematic bias
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in the ratings of individual staff. Although the range of ratings is wide for staff 
member 3, the mean CAN discrepancy score of 0.8 is lower than for other staff 
members, suggesting that the ratings of this member of staff did not substantially 
contribute to the overall differences between staff and patient ratings.
Another approach to investigating staff bias is on the basis of profession. The CAN 
discrepancy scores for total, met and unmet need for each profession are shown in 
Table 5.
Profession Staff rating Patient CAN 95% Cl of
(range) rating discrepancy CAN
(range) (range) discrepancy
Psychiatrists (6 interviews)
Total needs 6.2 (1 to 11) 10.8 (6 to 16) 4.7 (0 to 13) 0.1 to 9.2
(t=2.3O, d .f.-10, p=0.04)
Met needs 5.3 (1 to 11) 7.0 (5 to 9) 1.7 (-3 to 6) -1.9 to 5.5
(t=l.04, d.f.=10, p=0.32)
Unmet needs 0.8 (0 to 5) 3.8 (1 to 7) 3.0 (-1 to 7) 0.4 to 5.6
(t=2.55, d.f.=10, p=0.03)
Nurses (29 interviews)
Total needs 5.9(1 to 11) 7.4 (3 to 13) 1.5 (-5 to 5) 0.1 to 2.9
(t=2.08, d.f.=56, p=O.O4)
Met needs 4.7 (1 to 10) 5.1 (0 to 10) 0.4 (-5 to 6) -0.9 to 1.7
(t=O.65, d.f.=56, p=0.52)
Unmet needs 1.2 (0 to 5) 2.3 (0 to 7) 1.1 (-4 to 6) 0.1 to 2.0
(t=2.3l, d.f.=56, p=O.03)
Table 5: Mean CAN discrepancy ratings for each profession
There was a greater CAN discrepancy score for met and unmet needs for psychiatrists 
than for nurses. Nurses rated more unmet needs than psychiatrists.
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Agreement for the staff and patient CAN ratings of individual domains is shown in 
Table 6. Kappa coefficients are shown both for agreement on presence of a need (need 
rating either 1 or 2) and on precise need rating. The rows are grouped according to the 
categories for kappa coefficients suggested by Landis & Koch (1977), showing 
substantial agreement on the presence of a need for 1 domain (daytime activities), 
moderate agreement for 4 domains, fair agreement for 7 domains, slight agreement for 
6 domains, and no agreement beyond chance for 3 domains. On average there was fair 
agreement on the presence of a need, and slight agreement on the precise need rating. 
Each domain was rated by a mean 9.5 staff and 12.7 patients.
CAN Domain Staff Patients Agreement Agreeme
identifying identifying on presence on neec
need need of need rating
n ( % ) n (%)
Psychotic symptoms 35 (100) 28 (80) * *
Daytime activities 21(60) 21 (60) 0.64 0.44
Physical health 11(31) 10(29) 0.52 *
Accommodation 13 (37) 18(51) 0.49 *
Child care 1(3) 3(9) 0.48 0.48
Telephone 1(3) 3(9) 0.48 *
Alcohol 3(9) 2(6) 0.36 *
Company 13 (37) 14(40) 0.34 0.23
Benefits 9(26) 14 (40) 0.30
Sexual expression 5(14) 6 (17 ) 0.25 0.08
Drugs 6(17) 1(3) 0.25 *
Looking after the home 7(20) 16 (46) 0.22 0.28
Self care 2(6) 5(14) 0.22 0.09
Money 4(11 ) 9(26) 0.18 0.13
Transport 20 (57) 31 (89) 0.17 *
Psychological distress 18(51) 23 (66) 0.14 0.05
Safety to self 4 (11 ) 11(31) 0.12 0.16
Food 7(20) 20 (57) 0.11 0.14
Education 3(9) 10(29) 0.03 -0.03
Intimate relationships 9(26) 10(29) -0.08 -0.05
Safety to others 3(9) 7(20) -0.14 -0.10
Information 14 (40) 18(51) -0.14 -0.11
M ean 9.5 12.7 0.24 0.13
* Kappa Coefficient could not be calculated due to insufficiently spread data
Table 6: staff and patient agreement for individual CAN domains (n=35)
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The domain of psychotic symptoms was agreed to be a met need for 25 pairs, and 6 
patients rated no need in this domain where the staff rated the need as met.
The ExSel questionnaire was completed by all patients. The mean ExSel ratings are 
shown in Table 7. The scores have been reversed as indicated so that a high summary 
score shows high standards or expectations of help from others. SLIFE, EPROB and 
ESVC are direct responses to questions, and SSUB and ESUB are the mean ratings for 
the 4 sub-domains. Their meaning is explained in the Methods section, but in brief 
SLIFE is the expectation of feeling good about life in general, SSUB is the mean 
rating of expectations of well-being for the 4 sub-domains (physical and emotional 
well-being, company and day-to-day activities), EPROB is the expectation of help for 
problems in general, ESUB is the mean rating of expectations of help for the 4 sub- 
domains (physical and emotional well-being, company and day-to-day activities), and 
ESVC is the expectation of help from services being available.
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Rating key:
1 = Low standards or expectations 
3 = High standards or expectations 
(r) = reversed
Mean rating 
(standard 
deviation)
Summary scores 
(standard deviation)
Standards (Doyou expect to...)
...feel good about life (r)
...feel physically well (r) 2.60 (0.55)
...feel emotionally well (r) 2.40 (0.70)
...have enough company (r) 2.43 (0.78)
...cope with day-to-day demands (r) 2.31 (0.83)
Mean of 4 sub-domains
Expectations (Do you expect to sort it out yourself i f  you...) 
...have a problem
...are physically unwell 2.34 (0.91)
...are emotionally unwell 1.94 (0.84)
...are having problems in making 1.34(0.73)
friends
...are finding it difficult to cope 
with day-to-day demands 1.97 (0.79)
Mean of 4 sub-domains
Do you expect help from services to be 
available? (r)
SLIFE = 2.37 (0.60)
SSUB = 2.44 (0.41)
EPROB = 2.23 (0.77)
ESUB = 1.90 (0.38) 
ESVC = 2.37 (0.69)
Table 7: ExSel ratings (n=35)
The correlation between SLIFE and SSUB was 0.33 (p = 0.05), between EPROB and 
ESUB was 0.07 (p=0.68), between EPROB and ESVC was -0.02 (p=0.93), and 
between ESUB and ESVC was 0.22 (p=O.2O).
9 patients were not able to complete the IPSAQ. The responses of these patients 
included “They wouldn’t be a friend if they did that”, “That’s never happened to me”, 
and “Because they’re a friend”. Giving a reason why a negative event might have 
happened was found more difficult than giving a reason for positive events.
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The IPSAQ was completed by 26 patients. One difficulty was in coding responses of 
the form “Because he knew I was honest”, which could be an attribute of the patient or 
the other person. This was coded as a personal attribution, to differentiate the response 
from “Because I was honest”, which was coded as an internal attribution. One patient 
perseverated on responses of “Because they’re rude” as the cause of negative events 
and “Because they’re kind” as the cause of positive events. These responses may not 
have fully captured the person’s attributional style. If more than one response was 
made, such as “because he’s clever, and I’m interesting”, then the first response was 
coded, since this may be more indicative of the patient’s true attributional style. Some 
responses were difficult to understand (and possibly delusional), or referred to illness:
Q: What caused your friend to say that they find you boring?
A: Because I’m not abusing myself as much as them
Q: What caused your friend to buy you a present?
A: Because I’d given out things
Q: What caused your friend to refuse to talk to you?
A: My illness
However, an attributional rating for all such responses was possible - in the above 
examples all responses were rated as internal attributions. These decisions about 
coding, while necessary for the population being interviewed, may have impacted on 
the psychometric properties of the IPSAQ.
The IPSAQ sub-scale ratings are shown in Table 8.
Main research
240
Mean (sd)
Attributions for positive events
Internal 6.0 (2.9)
Personal 5.0 (4.4)
Situational 5.0 (3.0)
Attributions for negative events
Internal 6.4 (3.9)
Personal 6.9 (4.2)
Situational 2.7 (2.2)
Table 8: IPSAQ ratings (n=26)
Patients tended to make non-situational attributions for negative events.
The distribution of Externalising Bias (EB) scores is shown in Figure 3. The length of 
each bar indicates the number of EB ratings which were either the value of the label or 
1 less than the label. Thus there was one EB rating of -7 or -6, three of -5 or -4, and so 
on. Most EB ratings were -1 or 0, with a fairly even spread throughout the rest of the 
range from -7 to +6. The mean EB score of -0.46 indicates a small tendency to make 
more internal attributions for negative events than for positive events {i.e. the opposite 
of a self-serving bias).
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Hypothesis 1 was that high scores for SLIFE and SSUB (indicating high standards) 
would be associated with high CAN discrepancy scores. Hypothesis 2 was that high 
scores for EPROB, ESUB and ESVC (indicating high expectations of help from 
others) would be associated with high CAN discrepancy scores. The correlation of 
these variables with CAN discrepancy scores is shown in Table 9.
CAN discrepancy score
SLIFE SSUB EPROB ESUB ESVC
Total needs 0.01 -0.05 -0.05 0.04 0.26
Unmet needs -0.03 -0.01 -0.11 0.34
(p=0.046)
0.38
(p=0.025)
Met needs 0.15 -0.10 0.23 -0.28 -0.14
Table 9: ExSel ratings compared with CAN discrepancy scores (n=35)
There was no correlation between ratings of standards and CAN discrepancy score. 
There was a correlation between raised rating of unmet need and two of the three 
ratings of expectations of help from others: ESUB (the mean rating of expectations of 
help for the 4 sub-domains) and ESVC (the expectation of help from services being 
available). These findings provide no evidence to support hypothesis 1, and some 
evidence to support hypothesis 2 with respect to unmet needs.
Hypothesis 3 was that high EB (i.e. a tendency to attribute more positive events than 
negative events to internal causes) would be associated with an increased CAN 
discrepancy score (i.e. patients rate more needs than staff). This was investigated by 
comparing EB ratings with CAN discrepancy scores for total, met and unmet need. 
The correlation with EB was -0.16 (p=0.43) for total needs, -0.19 (p=0.35) for met 
needs, and 0.00 (p=0.98) for unmet needs. The non-significant correlations are not in 
the direction predicted by hypothesis 3.
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EB is a computed variable, so the sub-scale scores were also compared with the CAN 
discrepancy rating for total number of needs, as shown in Table 10. The correlation 
between the sub-scale scores and the CAN discrepancy scores for met and unmet 
needs (not shown) did not approach significance.
Correlation with 
CAN discrepancy
Attributions for positive events
Internal -0.03 (p=0.89)
Personal -0.29 (p=0.14)
Situational 0.45 (p=0.02)
Attributions for negative events
Internal 0.10 (p=0.62)
Personal -0.23 (p=0.27)
Situational 0.25 (p=0.22)
Table 10: IPSAQ ratings compared with CAN 
discrepancy score for total needs (n=26)
There was an association between making situational attributions for positive events 
and the patient rating more needs than the staff.
Analysis using correlation coefficients therefore provides no evidence supporting 
hypotheses l o r  3, and some evidence for hypothesis 2 with respect to unmet needs. 
The model of needs assessment was tested using multiple regression. Missing data 
were either excluded (Model 1) or replaced with the mean and included (Model 2). 
IPSAQ ratings were missing for 9 patients, and details on length of contact with staff 
for 3 patients, 1 of whom did not complete the IPSAQ. Model 1 therefore used data 
from 24 cases, and Model 2 from 35 cases.
Since the difference between staff and patient ratings of need can be accounted for by 
the significant difference in ratings of unmet need (see Table 3), multiple regression 
was used to identify predictors of CAN discrepancy scores for both total and unmet
Main research
243
need ratings. The result with the CAN discrepancy score for total needs as the 
dependent variable is shown in Table 11, and with the CAN discrepancy score for 
unmet needs as the dependent variable in Table 12. The standardised residuals for 
each regression were approximately normally distributed.
r2 Adjusted r2 Variables B 95% Cl P
Model 1 (n=24)
0.50 0.39 Female 1.933 -0.488 to 4.354 0.111
Years in contact with 
psychiatric services
0.145 0.020 to 0.270 0.025
Contact time per week -0.178 -0.321 to -0.035 0.017
Situational attribution 
for positive events
0.562 0.172 to 0.953 0.007
Model 2 (n=35)
0.15 0.12 Situational attribution 
for positive events
0.474 0.070 to 0.878 0.023
Table 11: Multiple regression models predicting differences 
in ratings of total number of needs
When missing data were ignored (Model 1), variables associated with a higher 
discrepancy in total needs rating {i.e. either patient ratings increased or staff ratings 
decreased) were making more situational attributions for positive events, a high 
number of years in contact with psychiatric service, low contact time per week, and 
(non-significantly) being female. When missing data were replaced by the mean and 
included (Model 2), making more situational attributions for positive events was the 
only variable associated with a greater discrepancy in total needs rating.
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r2 Adjusted r2 Variables B 95% Cl P
Model I (n=24)
0.59 0.44 Years in contact with 
psychiatric services
0.12 0.02 to 0.23 0.020
Contact time per week -0.18 -0.33 to -0.04 0.017
SSUB 3.68 1.08 to 6.29 0.008
ESUB 5.61 2.23 to 9.00 0.003
EPROB -1.50 -3.13 to 0.14 0.071
Situational attribution 
for positive events
0.30 -0.01 to 0.62 0.059
Model 2 (n=35)
0.22 0.19 ESVC 1.84 0.60 to 3.09 0.005
Table 12: Multiple regression models predicting differences 
in ratings of num ber of unmet needs
The significant factors associated with a high discrepancy in ratings of unmet need 
were being in contact with psychiatric services for a long time, having low contact 
with staff, and high ratings for SSUB (the mean rating of expectations of well-being 
for the 4 sub-domains) and ESUB (the mean rating of expectations of help for the 4 
sub-domains). When missing data were replaced by the mean (Model 2), the 
expectation of help from services being available (ESVC) was associated with a 
greater discrepancy in rating unmet need. The regression equation generated by Model 
1 provides support for hypotheses 1 and 2 in terms of unmet needs, but not for 
hypothesis 3.
To explore whether the absolute level of need rated by patients was associated with 
psychological characteristics, irrespective of staff ratings, further multiple regression 
was performed to identify predictors of patient ratings of total number of needs (Table 
13) and unmet needs (Table 14). The standardised residuals for each regression were 
approximately normally distributed.
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r2 Adjusted r2 Variables B 95% CI p
Model 1 (n=24)
0.20 0.13 Female 1.73 -0.84 to 4.31 0.177
Internal attributions -0.42 -0.84 to -0.01 0.045
for positive events
Model 2 (n=35)
0.26 0.23 Staff-rated met needs 0.64 0.25 to 1.03 0.002
Table 13: Multiple regression models predicting 
patient rating of total number of needs
When data from people who did not complete the IPSAQ were excluded, the factors 
associated with high levels of patient-reported need were being female and having a 
tendency to make non-internal {i.e. personal or situational) attributions for positive 
events. However, when missing data were imputed (Model 2), staff rating of met 
needs was the best predictor of patient rating of total needs.
r2 Adjusted r2 Variables B 95% Cl P
Model 1 (n=24)
0.33 0.29 Time known by staff 0.06 0.00 to 0.11 0.038
ESVC 1.51 0.33 to 2.70 0.015
Model 2 (n=35) 
0.27 0.22 Time known by staff 0.04 0.01 to 0.07 0.016
ESVC 1.16 0.24 to 2.09 0.015
Table 14: Multiple regression models predicting 
patient ratings of number of unmet need
The time the patient has been known by staff and an expectation of help from services 
being available all the time were associated with a greater discrepancy in rating unmet 
need.
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Discussion
This study has tested 3 hypotheses about why staff and psychotic patients disagree in 
their assessments of need. The association was investigated between increased patient 
ratings of need (compared with staff assessments) and high standards (hypothesis 1), 
an expectation of help from others (hypothesis 2), and a tendency to blame oneself 
less for negative than positive events (hypothesis 3). Evidence was found supporting 
hypotheses 1 and 2 in relation to unmet needs. No evidence was found for hypothesis
3.
Patients rated on average 2.0 needs (out of 22) more than staff, which was principally 
due to differences in the rating of unmet need. The difference between staff and 
patient ratings was used to calculate a discrepancy score (the patient rating minus the 
staff rating) for total, met and unmet needs. The discrepancy score for met needs 
correlated with the time spent in a week with the patient by the member of staff, i.e. 
the more time a member of staff spent with a patient, the more likely they were to 
agree on ratings of met needs. The discrepancy score for unmet needs was correlated 
with measures of expectations of help from others, i.e. patients who expected help 
from others also rated more unmet needs than their member of staff. Multiple 
regression indicated that 59% of the variance in discrepancy score for unmet need (and 
44% when controlling for the number of variables in the regression equation) could be 
predicted on the basis of variables relating to psychiatric history, intensity of contact, 
standards, and expectations. Attributional style was a non-significant predictor, though 
not the attributional style variable referred to in hypothesis 3.
For this study, a need rating on the CAN of “Not known” was treated as a rating of no 
need. The rationale for this conservative assumption was that no help will be offered 
for a need which is not known about. However, this ignores the fact that disagreement 
where the patient rates a need and the staff rates no need is different from 
disagreement where the patient rates a need and the staff rates “Not known”. In the 
former case, there is positive disagreement. In the latter, it may be that the staff were 
in the process of assessing the domain, and would have identified the presence of a
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need. This was examined by looking at what the patients rated where the staff rating 
was “Not known”. For sexual expression, 4 of the relevant 24 patients identified a 
need. For the other domains with more than 2 staff rating “Not known”, 4 out of 5 
patients identified a need in the domain of intimate relationships, 4 out of 5 for 
transport, 3 out of 4 for benefits, 0 out of 3 for education, 2 out of 3 for information, 
and 0 out of 3 for telephone. Thus for each domain, the method used for including 
“Not known” ratings led to disagreement in a maximum of 4 cases.
Previous studies found a difference between staff and patient ratings of need of 0.4 
needs (n=49) (Slade et al., 1996) and 0.6 needs (n=137) (Slade et al., submitted). The 
current study found a larger difference of 2.0 needs. Four possible reasons for this 
difference will now be considered: interviewer bias; assessment tool; sample selection; 
and the sample size.
Firstly, the interviewer for this study (MS) was also the interviewer for the smaller 
previous study, implying that interviewer bias may not be the cause of the increased 
difference. However, the goal of this study was explicitly to explore staff-patient 
differences, which may have given rise to an interviewer bias towards exaggerating 
discrepancies in ratings.
Secondly, the assessment tool (CANS AS) was a reduced version of the full CAN used 
in previous studies, which may have impacted on the process of assessment by not 
involving as detailed an assessment of each domain. Thirdly, although all 3 studies 
took place in CMHTs using essentially similar methodologies, it is of note that both 
previous studies involved staff who were experienced in being interviewed, whereas 
staff at 2 CMHTs in this study (contributing between them 32 staff-patient pairs) had 
little prior experience of participating in research. Whether these factors account for 
the difference cannot be discerned, and so the fourth possible reason (that the 
increased difference is due to the small sample size) cannot be discounted.
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As found previously (Slade et al., submitted), the difference between staff and patient 
ratings of total needs was substantially accounted for by the significant difference 
between ratings of the number of unmet needs. There was significant agreement on 
total number of met needs (r=0.48, p=0.003), but no agreement on unmet needs. This 
means that the mean CAN discrepancy score for total needs is principally due to 
differences between staff and patient ratings of unmet needs. Therefore multiple 
regression was used to predict the CAN discrepancy score for both total and unmet 
needs. They are both clinically interesting variables: why do patients identify more 
needs in total than staff, and why do they identify more unmet needs?
Increased duration of contact was associated with improved agreement on met needs. 
If intensity of contact is a fair proxy measure for how well the member of staff knows 
the patient, then this suggests that knowing a patient better leads to increased 
agreement over needs which are being met. In other words, one cause of disagreement 
can be that the staff do not know the full range of difficulties experienced by the 
patient. This accords with previous findings that staff responses can be more 
unreliable than patient ratings (MacCarthy et al., 1986). However, intensity of contact 
did not appear to impact on agreement over unmet needs, which suggests that different 
factors may be impacting on agreement over met and unmet needs.
The time that the patient has been known by the member of staff was not associated 
with increased staff-patient agreement on met needs. One explanation for this might 
be that knowing a patient for a long time can lead to assumptions about current needs, 
so that the staff are not aware of changes in the patient’s circumstances.
Patients who over-rate needs relative to staff are being identified by calculating their 
CAN discrepancy scores, i.e. comparing their ratings of need with that made by their 
staff. This approach is only reliable if there are no systematic biases in staff ratings. 
Two possible causes of bias were tested within this study: those due to the individual 
staff member and those due to their profession.
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Bias due to the individual was tested by looking at ratings made by staff who rated 3 
or more patients (see Table 4). A consistently higher or lower rating of need by the 
staff (compared to their patients’ ratings) might be due to a systematic bias in the 
individual staff member. Such a pattern was not found, especially when outliers in the 
data were excluded. Excluding outliers is justified since consistent bias in staff ratings 
is being investigated, rather than differences in individual staff and patient ratings. At 
the level of individual members of staff, no systematic bias was evident.
The second possible cause of bias in staff ratings which was investigated was that due 
to profession (Table 5). This is particularly likely to be a source of bias given that 
contact time was associated with agreement over met needs, and psychiatrists had a 
much lower average contact time than nurses. The patients treated by psychiatrists 
identified more met and unmet need than those treated by nurses. One possible 
explanation for this would be that the patients with more severe difficulties , were seen 
by psychiatrists. However, the psychiatrists’ patients were seen after out-patient 
appointments, and it was the policy in all teams for each patient to be seen on a routine 
out-patient basis by psychiatrists. Furthermore, ratings of unmet needs by psychiatrists 
were lower than those made by nurses. This would not be expected, given that the 
ratings of unmet need made by patients seen by psychiatrists was higher than for those 
seen by nurses. This may be evidence of some bias due to profession, either due to 
psychiatrists under-rating or nurses over-rating level of unmet need, or that 
psychiatrists and nurses are seeing different types of patients.
Due to the small numbers involved (3 psychiatrists and 8 nurses), no further analysis 
was undertaken, and it may be that these differences are an artefact of the small 
sample size. On the available data one could speculate that this is due to the much 
lower weekly contact time for psychiatrists than nurses, leading to psychiatrists not 
having as broad a view of the patients as nurses, and consequently rating as no need 
what a patient rates as an unmet need. This might be compounded if patients felt less 
able to volunteer a problem to a doctor than to a nurse. However, there was no
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evidence that high staff contact time was associated with increased staff-patient 
agreement on unmet need (whereas it was correlated with ratings of met need).
The investigation of staff bias does not exclude the possibility that a member of staff 
may have domain-specific or patient-specific biases. Three approaches could be used 
for future investigation of the issue of staff bias, both at the level of the individual and 
profession.
Firstly, one could test whether the disagreement over unmet needs was higher in some 
CAN domains than others {i.e. domain-specific bias). There is already evidence of bias 
due to profession in assessment of need (Slade, 1996a), and if (for example) 
psychiatrists but not nurses were consistently disagreeing with patients in their rating 
of unmet need for help in a domain not directly related to health (such as benefits or 
looking after the home), it might be hypothesised that this was due to inadequate 
assessment by the psychiatrist. Alternatively, of course, it may be that nurses over-rate 
unmet need.
Secondly, two staff raters could be used for the same patient. Such an approach would 
need to control for different types of relationship with the patient {e.g. key-worker 
versus associate nurse), but would provide a way of investigating whether (for 
example) staff tend to rate more needs for patients they like than those they dislike. 
Ratings of attitudes towards patients would be taken to identify patients for whom 
there is a member of staff who likes them and a member who dislikes them. These 2 
staff would then separately rate needs, allowing an association between attitude 
towards the patient and level of rated need to be investigated.
A third approach would be to develop and use other measures of need, and determine 
whether these differences between professions still hold. Such an approach is fraught 
with the same difficulties as trying to show concurrent validity of the CAN: what 
measure of need to use, and who to ask?
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In summary, there is no evidence of individual biases in staff ratings, and the findings 
are unclear regarding biases due to profession, which may be an artefact of the small 
sample size. It should be noted that the number of unmet needs rated by both 
psychiatrists and nurses is considerably less than the number rated by patients. This 
suggests that there are factors impacting on patient assessments of need which are not 
accounted for by profession of the staff. If it is assumed that the staff ratings are 
reliable, then it is possible to use their ratings as a yard-stick for patient ratings.
There was moderate or substantial agreement between staff and patients on the 
presence of a need for only 5 individual CAN domains. Previous studies found this 
level of agreement in 15 (Slade et al., submitted) and 6 domains (Slade et al., 1996), 
suggesting that in this cohort there was less domain-specific agreement. This relatively 
low level of agreement points to the necessity of finding better measures of staff- 
patient disagreement than the CAN discrepancy score, since there could be differences 
in the ratings of individual domains even though the overall number of needs rated by 
patients and staff was the same. Further research is needed to identify why there are 
disagreements about individual domains, possibly using an idiographic approach to 
identify exactly what the staff and patient are taking into account in their assessment.
It is of interest that the study itself may have impacted on staff and patient assessments 
of need. For example, 2 members of staff separately reported that, subsequent to CAN 
interviews, they had started asking patients whether they needed any more information 
about their condition. Similarly, one patient went directly from the interview to their 
key-worker, and asked if they were getting all their benefits entitlement. Thus the 
study itself may have an impact on how needs are rated.
The measurement of standards and expectations was undertaken using ExSel, a scale 
which was derived from the pilot project and which does not have demonstrated 
psychometric properties. Results from this scale should therefore be treated with 
caution. Both measures of standards (SLIFE and SSUB) were higher than the mid­
point (“Some of the time”), as were 2 of the 3 expectations ratings (EPROB and
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ES VC). The mean of the 4 sub-domains comprising ESUB gave a lower rating, due to 
the expectation of patients that problems in making friends should more often be 
solved without help from others. This highlights that information is lost when sub- 
domain scores are aggregated.
There was a poor but significant correlation between ratings of standards, and no 
correlation between ratings of expectations. Considering firstly the ratings of 
standards, this poor correlation might be because the sub-domains comprising SSUB 
were not sub-domains of the same construct measured by SLIFE (the expectation of 
feeling good about life in general). The model underpinning the notion of standards is 
not well-defined, and the sub-domains were chosen to span the psychological, 
physical, social and functional aspects of standards. However, the rating of SLIFE 
may not involve consideration by the patient of such a wide range of domains. This 
was tested by correlating SLIFE with the ratings for each sub-domain. A significant 
correlation of 0.34 (p=0.044) was found between SLIFE and whether the person 
expects to have enough company, but not with any other sub-domain rating. One 
reason why SLIFE and SSUB are poorly correlated might therefore be that the 
constructs rated by SLIFE and SSUB are different.
For ratings of expectations, there may be a similar explanation for the poor association 
between EPROB (the expectation of help for problems in general) and ESUB (the 
mean rating of expectations of help for the 4 sub-domains). The only significant 
correlation between EPROB and sub-domains of ESUB was -0.41 (p=0.015) for 
expectations of help in making friends: people who expected to sort out friendship 
problems for themselves tended to have high expectations of help from others overall 
(measured using EPROB). This might be due to social competence, or may just be an 
artefact of multiple comparisons. However, as with standards, it indicates the need for 
increased clarity over exactly what is being measured in the global ratings (SLIFE and 
EPROB).
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There was also a poor correlation between ES VC (the expectation of help from 
services being available) and the 2 other expectation ratings, which might be because 
ESVC measures a different construct. For example, ESVC may measure patient’s 
expectations of society, or their help-seeking behaviour.
The IPSAQ is a validated instrument, but the change in administration procedure may 
have impacted on its psychometric properties. The main finding from descriptive 
analysis was that patients tended to attribute negative events either to self or others, 
but not to the situation. This bias is consistent with previous findings (Kaney & 
Bentall, 1989; Lyon et al., 1994; Fear et al., 1996).
The hypotheses were tested using correlations (Tables 9 and 10) and multiple 
regressions (Tables 11 to 14). Measures of standards were not correlated with the 
CAN discrepancy score, offering no support for hypothesis 1. Two of the measures of 
expectations of help from others did correlate with the CAN discrepancy score for 
unmet need, offering some support for hypothesis 2.
Correlation of EB (the tendency to attribute more positive events than negative events 
to internal causes) with CAN discrepancy scores offered no support for hypothesis 3. 
However, there was some evidence that attributional bias was associated with CAN 
discrepancy rating: making situational attributions for positive events was associated 
with high CAN discrepancy scores, rather than EB as originally hypothesised. If non- 
situational (i.e. internal or personal) attributions are evidence of bias, then this 
indicates that having an unbiased view of the cause of good events is associated with 
increased rating of needs. However, it is unclear why this is not also true for 
attributional style for negative events.
Correlations do not control for the effects of other variables, so multiple regression 
was used to explore predictors of CAN discrepancy scores. The investigation of 
correlations indicated that discrepancies in rating unmet need may be more influenced 
by psychological characteristics of the patient than discrepancies in met needs, and
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that the relevant attributional bias may not be EB. This informed the decision to 
perform multiple regression for both total and unmet needs, and to use IPSAQ totals 
for internal, personal and situational attributions for positive and negative events, 
rather then just EB.
Since complete data were not available for 11 of the 35 patients, 2 models of multiple 
regression were used: ignoring missing data or replacing with the mean. As would be 
expected, the regression equation produced for the larger sample (Model 2) contained 
fewer variables, and was less predictive. However, for 2 of the 4 regressions (shown in 
Tables 12 and 13) the variables in the regression equation of Model 2 were not in the 
regression equation of Model 1. This requires further investigation, since normally the 
variables in Model 2 would be a sub-set of those in Model 1. One possible explanation 
would be that the 11 patients excluded from Model 1 were those with high ESVC 
scores, but their mean ESVC score was 2.18, slightly lower than the mean ESVC 
score for the entire sample. Another possible explanation would be the large number 
of variables (relative to the sample size) being tested as predictors, and hence no 
further analysis was made. However, the regression equations shown in Table 12 (for 
example) could be investigated by testing the effect on other variables of forcibly 
including ESVC in the regression equation of Model 1.
Being female was a non-significant predictor for Model 1 but not Model 2 in both 
Tables 11 and 13, which may be accounted for by the high number of females among 
the missing 11 patients. Situational attributions for positive events was the only 
psychological characteristic associated with increased discrepancy in rating of total 
needs, which may be because such patients have an external locus of control for good 
events (such as needs being met), and so ask for help more.
As previously speculated, discrepancies in unmet needs appear to be more attributable 
to psychological characteristics in the patient than discrepancies in met or total needs. 
The significant (p<0.05) psychological predictors in Model 1 of discrepancies in 
unmet need rating (Table 12) were ESUB (the mean rating of expectations of help for
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the 4 sub-domains) and SSUB (the mean rating of expectations of well-being for the 4 
sub-domains), with the regression equation accounting for 44% of the variance after 
controlling for the number of variables in the regression equation. The influence of 
EPROB (the expectation of help for problems in general) was in the opposite direction 
to that predicted, but was not significant. The results presented in Table 12 provide 
support for hypotheses 1 and 2, in terms of unmet needs.
Multiple regression was also used to investigate the absolute level of patient ratings of 
total (Table 13) and unmet needs (Table 14), to determine whether the association 
with psychological characteristics was present as a general trend, irrespective of staff 
rating. The model being tested in this study is that psychological characteristics will at 
least partly predict those patients who rate more needs than their staff, irrespective of 
whether their absolute level of need rating is high or low. However, if it is found that 
psychological characteristics predict the level of patient need ratings (rather than level 
of rating relative to staff rating), then this would indicate that high need and 
psychological characteristics indicating raised need ratings are co-occurring in the 
cohort, in a way not accounted for by the model.
The only psychological variable which predicted total needs rated was not making 
internal attributions for positive events, but the regression equation only accounted for 
13% of the variance. The regression equation for unmet needs accounted for 22% or 
29% of the variance (depending on how missing data were treated), and indicated that 
knowing the member of staff for a long time and having high expectations of the 
availability of help from services predicted higher ratings of unmet needs. It might 
have been expected that having contact with the staff rater for a long time would be 
associated with fewer unmet needs, but perhaps patients in contact with staff for a 
long time are those with on-going and complex needs. Expectations of service help 
being available all the time was also a predictor of level of CAN discrepancy score for 
unmet need, so it may be that this characteristic raises the relative and absolute ratings 
of unmet need.
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This study has several limitations, and could be improved in a number of ways. 
Deficits and possible improvements will be considered in the model, the hypotheses, 
study design, assessments, and data analysis.
The model is over-simplistic in at least 3 ways. Firstly, it presents the processes 
involved in expressing a need as linear, whereas circular feedback is undoubtedly 
involved. For example, if a patient has high and consistently unmet standards, they 
may develop a paranoid attributional style. Secondly, there may be an interaction 
between different beliefs. For example, a patient with high expectations about solving 
their own problems may experience cognitive dissonance, and reduce this dissonance 
by lowering standards. Thirdly, the model proposes that beliefs have a mediating 
effect, whereas they may have a moderating effect.
No support was found for hypothesis 3, which involves the assumption that a person 
who perceives their negative state as not their fault will be more likely to report a 
need, so as to get help. It may be that this hypothesis conflates the concepts of internal 
attribution and internal locus of control. Specifically, to believe that my current state is 
not my own fault (non-internal attribution) is not the same as believing that others can 
change my situation (external locus of control). It may be that locus of control is a 
better predictor of CAN discrepancy score. This part of the model needs further 
development, to identify reporting factors more precisely.
Other aspects of the model could have been considered. For example, one set of 
beliefs identified in the model but not investigated in this study is the patient’s beliefs 
about the world. This could be investigated by assessing what reference group a 
patient uses to inform their perception of their current state, and investigating whether 
patients with high-status reference groups also have high CAN discrepancy scores. A 
further elaboration would be to develop and test the model for staff assessments, 
employing the same methodology used in this study.
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The design of the study could be improved in a number of ways. Firstly, other 
constructs could have also been assessed. This might involve a simple IQ screen, such 
as the NART (Nelson, 1982). Although all patients interviewed were living in the 
community, and thus exhibiting adequate levels of functioning at present, it may be 
that (for example) higher intellectual functioning was associated with higher 
expectations, or higher CAN discrepancy scores. Another topic which was not 
explored was medication levels, and whether this impacted on any of the 
characteristics assessed. This could be investigated by converting the current 
medication of all patients into standards units (such as chlorpromazine equivalents). 
Finally, current functioning and symptomatology was not assessed. There is evidence 
that symptomatology and attributional style are linked in this patient group (Lyon et 
al., 1994), which could be investigated using a symptom rating scale. It may be, for 
example, that depressed patients rate fewer met needs, due to their negative view of 
their current situation.
Apart from the pilot study, the patient was always interviewed first. Although this was 
clinically necessary to ensure that the patient was able to meet the demands of the 
interview, this may have introduced a bias. One solution to this would be to use a 
separate interviewer for staff interviews who was blind to the results of the patient 
interview. This approach might introduce bias due to inter-rater unreliability, which 
could be controlled for by rotating who interviews the staff and who the patient.
The sample selection can be criticised. No data was kept on patients who declined to 
be interviewed, so it was not possible to investigate whether the study sample was 
representative of all patients with a functional psychosis attending the CMHTs. 
Similarly, the poor reliability of clinical diagnoses (McGuffin, Farmer & Harvey, 
1991) and the diagnostic heterogeneity of the sample may limit the generalisability of 
the study. There is no reason in principle that the model could not be tested with other 
diagnostic groups, or indeed with the general population. Patients with functional 
psychosis were chosen for this study because of the existence of appropriate scales and
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because they comprise a substantial proportion of the severely mentally ill, who are 
the priority group for mental health care.
The scales used in the study may require further development to demonstrate 
psychometric properties with this client group. In particular, the ExSel responses 
showed considerable variation, suggesting limited reliability or validity. The reliability 
could be tested by repeating the assessment with the patient after a short time (test- 
retest reliability), or 2 interviewers administering it separately (inter-rater reliability). 
A difficulty with such a study would be practice effects.
The ExSel is assessing several overlapping constructs. In generating measures of 
standards (SLIFE and SSUB), what the patient desires and what they perceive as a 
necessity are not distinguished. In generating measures of expectations of help from 
others (EPROB, ESUB and ESVC), the patient’s beliefs about who should help with a 
problem and whether help from services should be available are both included. There 
is a need to establish construct validity, i.e. to show that the constructs of “standards” 
and “expectations” are meaningful and unitary hypothetical constructs (Streiner & 
Norman, 1989). Construct validation would involve identifying the characteristics of 
people with different levels of expectations and different levels of standards, and 
investigating the extent to which ExSel ratings correctly identify those people with the 
predicted attributes. A better understanding of these constructs would allow 
elaboration of the model, and the development of more refined assessment schedules.
Using the IPSAQ to investigate attributional style involves the assumption that 
responses to social situations generalise to give an indication of attributional style for 
all experiences. This assumption may not be justified - patients may have a different 
attributional style for other types of events. This could be tested by developing a scale 
with 22 positive and 22 negative events, each linked to one of the CAN domains. For 
example, the accommodation questions might be “Imagine that there is a problem with 
your accommodation: what caused this problem?” and “Imagine that you used to have 
problems with your accommodation, but now have no problems: what stopped there
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being a problem?”. Responses could then be investigated to see if they predicted CAN 
discrepancy scores.
Two psychotic symptoms appeared to impact on IPSAQ responses. Firstly, concrete 
thinking is the most likely explanation for the inability to complete the IPSAQ, since 
all the original cohort of non-psychotic students were able to self-administer the 
IPSAQ (Kinderman & Bentall, 1996). However, other explanations for non­
completion are possible, such as the psychological sophistication, educational level or 
intellectual ability of the study sample. Some of these putative factors could be tested 
by comparing patients who completed the IPSAQ and those who did not in terms of 
educational history for educational level, score on the National Adult Reading Test 
(Nelson, 1982) for premorbid intellectual functioning, and score on the Wechsler 
Adult Intelligence Scale - Revised (Wechsler, 1981) for current intellectual 
functioning. The second psychotic symptom which appeared to impact on IPSAQ 
ratings was perseverative responses, in particular responding to all negative or positive 
events in the same way. In the current sample this symptom only appeared to 
influence the responses of one patient. The apparent impact of psychotic symptoms on 
IPSAQ ratings highlights the need for psychometric properties to be demonstrated 
with this patient group.
Finally, as noted, psychometric properties of the CANS AS have not been established, 
although it comprises the first part of the validated CAN. There is no evidence that the 
CANS AS responses are any less reliable than the CAN responses, but a formal 
reliability and validity study of the CANS AS should still be undertaken. The approach 
to showing inter-rater reliability for the CAN study (Phelan et al., 1995) was to have 2 
interviewers rate the responses of the same member of staff. Another approach (which 
has not yet been used) would be to ask 2 staff to rate the same patient, and then 
compare their assessments.
Alternative statistical methods could have been used, such as repeated measure 
ANOVA instead of multiple regression to test the relationship between staff and
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patient ratings and other variables. This would be a strong statistical test to apply, 
since the variance in both staff and patient ratings would be considered, rather than 
being amalgamated into a single CAN discrepancy rating. However, the model being 
tested here assumes that there are genuine differences between staff and patient 
ratings, so the principal question being investigated is which variables predict the 
differences, rather than which predict the variance within absolute levels of staff and 
patient ratings.
Refinement of the model will be necessary if the full complexity of the processes 
involved in needs assessment is to be captured. For example, the interaction between 
variables could be considered using a structural model {i.e. observed variable path 
analysis) to examine interaction between variables (Hoyle & Smith, 1994). However, 
like multiple regression, latent variables cannot be represented in structural models, so 
there is an assumption that the observed measures are perfectly reliable. This issue 
could be addressed by using latent variable path analysis (Kline, 1991) to model both 
the interaction effects between variables and the use of imperfect assessment scales. 
Such an approach would also allow multiple sources of assessment of the same latent 
variable, so (for example) different attributional style questionnaires could be 
administered to give a better measure of style of attribution. This approach would 
require a larger data sample than the current study, with a sample size of 150-200 
staff-patient pairs recommended by Kline (1991).
Conclusion
In conclusion, this study has found some evidence to support the proposed model, 
which posits that psychological characteristics of a patient influence how they assess 
needs. Hypothesis 1 was that high standards would be associated with increased needs 
being identified, and was supported: SSUB (the mean rating of expectations of well­
being in 4 sub-domains) was a predictor of level of unmet need. Hypothesis 2 was that 
an expectation of help from others would be associated with increased needs being 
identified, and was supported: ESUB (the mean rating of expectations of help in 4 
sub-domains) was a predictor of level of unmet need. Hypothesis 3 was that a
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tendency to blame oneself less for negative than positive events would be associated 
with increased needs being identified, and was not supported.
A number of deficits with the study have been considered, such as possible 
interviewer bias, the non-blind design, the lack of information on non-responders, the 
use of assessment schedules without demonstrated psychometric properties, and the 
simplistic model being tested. Suggestions have been made for areas of future 
research, including staff rating bias, differences in rating individual CAN domains, 
other relevant variables to consider (intellectual and social functioning, 
symptomatology, medication), demonstration of reliability and validity for the scales 
with this patient group, and alternative approaches to analysis.
There are 3 main findings from this study. Firstly, staff and psychotic patients differ in 
how they assess needs. Secondly, a patient’s standards and expectations appear to play 
some part in how they assess unmet needs. Thirdly, higher intensity of contact by staff 
with a patient is associated with increased agreement over met needs. If the findings 
from this study prove to be robust and replicable, then this calls into question the 
appropriateness of a simplistic model of needs assessment as an objective process. 
Specifically, how should mental health professionals respond to the fact that different 
patients in essentially similar circumstances report different needs? Traditionally, the 
approach has been to consider only the staff ratings of need. However, not only does 
this raise the ethical problem of ignoring the patient’s perspective (Sayce, 1990), and 
run the risk of being an even less reliable rating than the patient assessment 
(MacCarthy et al., 1986), but it also loses the information contained within staff- 
patient disagreement. A more sophisticated model than the patient being Tight’ or 
‘wrong’ is required.
If mental health care in the future is to be responsive to the needs of the individual and 
to utilise fully the expertise of professionals, then there must be a clear understanding 
of exactly why staff and patients may assess needs differently, and when it is 
appropriate to over-ride the patient’s wishes. It is to be hoped that the identification of
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factors contributing to disagreement will facilitate the development of relationships
between staff and patients which are based on collaboration and negotiation.
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Appendix
Forms used in the main study
Camberwell Assessment of Need: Short Appraisal Schedule (CANS AS) 
Internal, Personal and Situational Attributions Questionnaire (IPSAQ) 
Expectations of Self (ExSel)
Sociodemographic form 
Information sheet 
Consent form
Main research
CANSAS
(Camberwell Assessment of Need: Short Appraisal Schedule)_____
0 = no problem
1 -  no /  moderate problem due to intervention
2 = serious problem  
9  =  not known
Rating number 1 2  3 4
Indicate interviewee (U  = user, S  = staff, C  = carer)
Date o f  assessment 
Initials o f  assessor
1. Accommodation
What kind o f  place do you live in?
2. Food
Do you get enough to eat?
3. Looking after the home
Are you able to look after your home?
4. Self care
Do you have problems keeping clean and tidy?
5. Daytime activities
How do you spend your day?
6. Physical health
How well do you feel physically?
7. Psychotic symptoms
Do you ever hear voices or have problems with your thoughts?
8. Information on condition and treatment
Have you been given clear information about your medication?
9. Psychological distress
Have you recently fe lt very sad or low?
10. Safety to self
Do you ever have thoughts o f  harming yourself?
11. Safety to others
Do you think you could be a danger to other people’s  safety?
12. Alcohol
Does drinking cause you any problems?
13. Drugs
Do you take any drugs that aren ’t prescribed?
14. Company
Are you happy with your social life?
15. Intimate relationships
Do you have a partner?
16. Sexual expression
How is your sex life?
17. Childcare
Do you have any children under 18?
18. Basic education
Any difficulty in reading, writing or understanding English?
19. Telephone
Do you know how to use a telephone?
20. Transport
How do you fin d  using the bus, tube or train?
21. Money
How do you fin d  budgeting your money?
22. Benefits
Are you getting all the money you are entitled to?
A. NUMBER OF MET NEEDS (the number o f  ‘1’s)
B. NUMBER OF UNMET NEEDS (the number o f  ‘2 ’s)
C. TOTAL NUMBER OF NEEDS (add A + B)
u s e u s e u s e u s e
User / client :
CANS AS (v3.0) Section o f  Community Psychiatry, Institute o f  Psychiatry / Maudsley Hospital, London. 
©  PRiSM ALL RIGHTS RESERVED, October 1995.
IPSAQ - Internal, Personal and Situational Attributions Questionnaire ^  '
A friend... Number: Date: I I  I P  S  DK
1 ...gaveyou a lift home I I I I I I I
2 ...talked about you behind your back _____  _____  _____  ____
3 ...said that they have no respect for you _____ _____
4 ...helpedyou with the gardening _____  _____  _____  _____
5 ...thinks you are trustworthy _____  _____  _____  _____
6 ...refused to talk to you _____  _____  _____  _____
1 ...thinksyou are interesting | | | | | | |
& ...sent you a postcard _____  _____  _____  _____
9 ...thinksyou are unfriendly | | | | | | |
10 ...made an insulting remark to you _____  _____  _____  _____
\ \  ...bought you a present | f ~ ~ l  |
\2 ...picked a fight with you _____  _____  _____  _____
13 ...thinksyou are dishonest \ | | | | | |
14 ...spent some time talking to you     [ _____
\5 ...thinksyou are clever | | | | | | |
16... thinks you are sensible _____  _____  _____  _____
17 ...refused to help you with a job  | | | | | | |
18 ...thinksyou are unfair _____  _____  _____  _____
\9 ...said that they dislike you | | | | | | |
20 ...rang to enquire about you _____  ______ ______ _____
21 ...ignoredyou | |
22 ...said that they admire you__________________________________________________ _____  _____  ______ _____
23 ...said that they find you boring | | | | | | |
24 ...said that they resent you   | | _____
25... visited you for a friendly chat | | | | | | |
26 ...believes that you are honest________________________________________________ _____  _____  ______ _____
21 ...betrayed the trust you had in her | | | | | | |
2% ...orderedyou to leave____________________________________________________________  ______ ______ _____
29 ...said that they respect you | . | | | | | |
30 ...thinksyou are stupid______________________________________________________ _____  ______ ______ ______
3\ ...said that they liked you    | | |
32 ...invited you in for a drink | | | | ______
Patient Name /Number : 
Date rated :
Standards
A l l  S o m e  o f  N o n e  o f
Do you expect... th e  tim e  th e  tim e  th e  tim e
1 x, to be feeling good about your life?
2 ... to be physically well?
3 ... to feel emotionally well?
4 .x to have enough company and close friends?
5 ,x 0  cope with the day-to-day demands o f life?
Expectations about help from others
Do you expect to sort it out yourself i f  you...
6 ... have a problem?
7 x , are physically unwell?
8 ... are feeling emotionally unwell?
9 ... are having problems in making enough friends?
10 .x are finding it difficult to cope with day~io~day demands?
11 Do you expect help from services to be available?
E xSel - E xpectations o f  S e lf  V ersion  1 .3  
©  Mike S la d e  ALL RIG HTS R E SE R V E D , 18  D ecem b er  1996 .
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An examination of factors influencing disparities in staff and patient ratings of need
SOCIODEMOGRAPHIC INFORMATION
Client number:
Date of birth: / /
Gender: M / F 
Country of birth:
Ethnic group:
Years in contact with services:
Ever on section: Y / N
Diagnosis:
Date of staff interview:
Staff profession:
First contact with patient:
Contact minutes per week:
T H E  M A U D S L E Y  I N S T IT U T E  O F
PSYCHIATRY
De Crespigny Park 
Denmark Hill 
London SE5 8AF
Telephone +44 (0) 171 919 2610 
Fax +44(0)171 277 1462
Psychiatric Research in
Service M easurem ent Section of Community Psychiatry
Head: Professor Graham Thornicroft
An examination of factors influencing disparities in staff and patient ratings of need
PATIENT INFORMATION SHEET
Introduction
We are undertaking a study o f why there can be differences in what a person using mental health services says 
they need help with and what their key-worker believes they need help with. We would like your help with this 
study.
Why is this study needed?
When a key-worker sees a patient, they will normally ask the patient about what areas o f life they need some 
help with. The key-worker will also come to their own conclusions based on observation and other types o f 
assessment. Sometimes their own assessment will differ from what the patient says. For example, a key-worker 
might think that a person’s accommodation is adequate, whereas the patient thinks they need different 
accommodation. In these cases, it is important to understand why there are differences between what the key­
worker and the patient think are needs. The goal o f this study is to find out more about what affects the way staff 
and patients assess need.
What does this study involve?
The study involves interviews with 25 patients and their key-workers. Each patient will be seen once, during 
which time 3 questionnaires will be completed. Interviews should take about 30 minutes.
Each key-worker will be seen separately from the patient, for a short (10 minute) interview.
Confidentiality and consent
Participation in this study is entirely voluntary, and will not affect the care you receive from the mental health 
team. If  you agree to take part, you may still withdraw from the study at any time, and your future care will not 
be affected. Participation in this study is unlikely to be o f direct benefit to your care, but may prove o f benefit in 
the future.
The interview will take up about 30 minutes o f your time. All assessments will be confidential, and only 
available to the research team. You will not be identified in any presentation of the findings from this study. The 
only exception to this confidentiality will be if  you disclose information which suggests a major risk o f serious 
danger to any person, in which case your key-worker will be informed.
The project team
The project is being carried out by Mr Mike Slade (trainee clinical psychologist), under the supervision o f Prof 
Graham Thornicroft (consultant psychiatrist, Croydon West Central Sector). If you would like more information 
on this project, then please contact Mike Slade at the PRiSM team (Institute of Psychiatry) on 0171 919 2610.
If there is anything you do not understand in this form, then please ask. If you agree to take part in this study, 
then please sign the consent form.
17 February 1997
An Institute of the University of London 
associated with King's College London.
A charitable company limited by guarantee. 
Company number 489266.
An examination of factors influencing disparities in staff and patient ratings of need
CONSENT FORM
I have read the information sheet and I agree to participate in the study entitled “ An 
examination of factors influencing disparities in staff and patient ratings of need”.
Patient Name: .......................................................................................................................
Signature:................... .......................................................................................................................
Date: .......................................................................................................................
Witness Name: ........................................................................................................................
Signature:................... ........................................................................................................................
Date: .................................................................................................................... .
Thank you for your participation.
